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In 1925 there were 20 million automobiles and the 
death rate was 19 per 100 million miles. In 1955 there 
were 60 million automobiles, but the death rate had 
been reduced to 6.4. This is a most gratifying improve- 
ment, for otherwise the deaths last year would have 
numbered over 100,000 instead of 38,000. The credit 
for this result is due to the automobile manufacturers, 
the police, and the many national, state, and local 
safety organizations whose indefatigable work over the 
years made this improvement possible. 

However, the doctors who are called upon to pro- 
nounce death or to treat these unfortunate victims 
night and day are concerned with the fact that there 
is also a slow but steady increase in the total number 
of deaths and injuries each year. In 1946, there were 
34,000 deaths; in 1954, 36,000; and in 1955, 38,000. 
These deaths were associated with a comparable in- 
crease in injuries, which last year numbered well over 
one and one-quarter million. If this trend is con- 
tinued, the National Safety Council estimates that in 
1966 there will be 53,000 deaths with 83 million cars, 
and a corresponding increase in injuries. In a search 
for the causes of this tragic toll each year, two factors— 
speed and drunken driving—stand out above all the 
rest, so our energies should be directed to curb these 
two outstanding killing factors if we are to halt our 
barbarous progress. 

I first became interested in this problem some eight 
years ago because of the influence of Dr. Claire Straith 
of Detroit and because my department in the Univer- 
sity of Virginia Hospital was responsible for the care 
of faciomaxillary and jaw injuries, which were increas- 
ing at an alarming rate. In questioning several hun- 
dred patients who were able to give a reason for their 
injuries, we found that the great majority of those in 
the front right seat attributed their injury to the head 
and face to impact against the windshield and dash- 
board and those who had injury to the pelvis and legs 
to impact against the dashboard; among the drivers, 
the majority of serious injuries were to the chest from 
impact against the steering wheel and post. 


* The increase in the absolute number of fatal auto- 
mobile accidents per year in the United States is off- 
set somewhat by a decrease in number of deaths per 
million miles of travel. This encourages hopes of 
further success in a program of prevention. Public 
apathy must be overcome by education; traffic laws 
need continued revision; and safer automobiles must 
be provided. The requisite basis of facts for this pro- 
gram should be obtained by research. A foundation 
for this purpose should be financed by contributions 
from the many agencies who would benefit by its 
findings. 


These results were impressive enough for me to 
choose them as a subject for a Chairman’s address 
before the Section of Laryngology, Rhinology and 
Otology of the American Medical Association under 
the title “A Medical Criticism of Modern Automotive 
Engineering.” ' The suggestions made in this address, 
in an effort to reduce the number of casualties regard- 
less of the cause, were well received by the public and 
especially by the doctors. Since this article was re- 
printed in many other journals in the United States 
and in Canada, England, and New Zealand, many 
favorable letters were received that further convinced 
me that my criticism was fundamentally sound, and 
I am happy to say that the continuing careful and 
extensive research done by Mr. John Moore of Cornell 
and other agencies corroborates these early observa- 
tions. 

Prevention 


Design of Safety Factors in Cars.—The physician’s 
first interest in any medical problem is, of course, pre- 
vention, and there is no question but that alteration in 
design will prevent many injuries and deaths. By study 
of how, where, and why these injuries occurred, it 
soon became apparent u:at prevention was possible in 
many instances and that research should be directed to 
that end. A slow but methodical compilation of statis- 
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tics by individual physicians, universities, and public 
and governmental agencies made it apparent that re- 
design of the machine itself was important. 

The use of safety belts and body harnesses would 
help to prevent the high percentage of injuries to the 
head, face, and legs of the passenger; also, the use 
of crash paddings on the dashboard, collapsible 
steering wheels, safety locks on doors, and perhaps 
higher backs to prevent whiplash neck injury as well 
as the eradication of projecting knobs and buttons, the 
firm anchorage of seats, and many other simple and 
sensible suggestions have been offered. 

I am happy to report that many of the manufactur- 
ers, led by Ford, are now studying this problem and 
installing safety devices on their cars; if, instead of 
size, horsepower, acceleration, and speed, the installa- 
tion of such safety devices can be made the basis of 
competition, the many people and agencies responsi- 
ble for this happy event can sit back and applaud. 
Otherwise, a federal agency will be sought to establish 
and require all manufacturers to meet certain minimum 
safety requirements. Two bills to this end were intro- 
duced in the last session of Congress, and many state 
legislatures are considering similar legislation. 

At present, the automobile remains a lethal and 
crippling agent, and, since there appears to be little 
likelihood of accomplishing radical changes in human 
nature in general and exuberant youth in particular, 
it would seem the part of wisdom to work for desirable 
alterations in the machine itself rather than to place 
all efforts in the attempt to bludgeon “old Adam” into 
safer driving practices. 

The Drinking Driver.—Among the things that we 
can employ to reduce this carnage, in addition to 
safety features in the car itself, is the control and 
punishment of the drinking driver. In Virginia last 
vear the drinking driver was involved in 25% of the 
fatal accidents. To combat this tragic situation, apathy 
on the part of the public, state legislators, and judges 
must be overcome. 

My county medical society and others in our state 
have appealed to the governor and our legislature to 
provide that in any criminal prosecution for driving 
while under the influence of intoxicating liquor the 
accused or the Commonwealth shall have the right 
to a determination of the amount of alcohol in the 
blood of the accused at the time of the alleged offense 
as shown by a chemical analysis of blood, breath, or 
other bodily substance. Such determinations shall be 
admissible in evidence together with any competent 
evidence bearing upon the question of whether the 
defendant was under the influence of intoxicating 
liquor. 

We also requested that they provide for a manda- 
tory jail sentence of at least 24 hours in all cases of 
conviction of driving while under the influence of 
intoxicating liquor. However, I am sorry to say that 
we were only partially successful in securing the enact- 
ment of this law. 


Care of Injured 


First Aid.—The first duty of the physician in the 
care of the injured is to see that adequate first aid 
is rendered and that proper transportation is provided. 
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To this end he, in collaboration with the American 
Red Cross, has developed through the years manuals 
for the education and guidance of his felluw physi- 
cians as well as the layman and the trained lay worker. 
This phase of medical care, along with definitive treat- 
ment of the wounded, is probably the only good that 
came out of our recent wars. 

Definitive Care.—The physician’s second duty is in 
the definitive care of the injured, and of the results 
in this area he is justifiably proud. The results 
in World War IL were much better than those in 
World War L. There was a further improvement dur- 
ing the Korean conflict. Prompt and efficient first aid, 
better and prompt transportation, the treatment of 
shock, more blood transfusions, better anesthetic tech- 
niques, the use of antibiotics to control infection, and 
improved surgical techniques were all responsible for 
this gratifving improvement. 


Medical Screening of the Driver 


The medical profession, although not self-satisfied 
because of its present-day accomplishments in the care 
of the wounded, is highly gratified with the results. 
But, as previously stated, the physician must also 
study the medical aspects of automobile crashes in 
an effort to prevent them and further reduce these 
increasing injuries. There are no statistics yet available 
as to the number of crashes caused by medical con- 
ditions. If sleep and fatigue are included, perhaps 
8-10% can be attributed to such a cause, otherwise 
perhaps 2-3%. Still, 2% of a million is 20,000 injuries. 

To this end the A. M. A. is directing a study of the 
medical aspects of automobile crashes, driver licensure, 
and the examination of repeat offenders. This study 
includes a review of the visual, hearing, and physical 
requirements; of the incidence of Méniére’s disease, 
petit and grand mal, and other diseases of the nervous, 
‘ardiovascular, and musculoskeletal systems; and of 
the effects of various physical conditions, drugs, in- 
sulin shock, and alcohol. 


Comment 


When | car in 12 is involved in a serious crash each 
year, when speed is a factor in approximately one- 
third of our fatal accidents, when the drinking driver 
is involved in approximately one-fourth of our fatal 
accidents, when the automobile death rate as figured 
in man-years of life lost ranks next to our main killers, 
cardiovascular disease and cancer, it is indeed time 
to answer Cain’s query and say, “Yes, | am my broth- 
ers keeper.” 

To fulfill this promise, we must first overcome the 
apathy of the public, our legislators, and traffic court 
judges by education. Second, adequate and stricter 
laws must be enacted, laws far more severe than any 
we now have. The speeding and drinking driver can 
then be curbed by their prompt and impartial admin- 
istration. Third, safer automobiles must be provided 
to protect us in crashes, which seem to be inevitable. 
Fourth, a national automotive safety foundation 
should be set up to study all phases of automobile 
crashes. This foundation should be financed by funds 
from governmental agencies, insurance companies, and 


‘ 
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the automobile industry and its many allied compa- 
nies. Crash injuries and deaths would then be studied 
from many angles, such as education, automobile and 
highway engineering, law enforcement, and_ legal, 
legislative, judicial, and medical aspects. Necessary 
research could be ordered and financed and duplica- 
tion of effort avoided. The foundation would serve as 
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a library or repository for all pertinent information, 
and finally, as a result of its studies, safety on the 
highway would become a reality. 
400 Locust Ave. 
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The appalling loss of life on our highways in recent 
vears is a blot on our national character. For vears 
men of good will have called attention to this prob- 
lem, but they have been like persons erving in the 
wilderness. At long last, our citizenry and, more par- 
ticularly, the medical profession have become aroused. 
A beginning in determining the causes of highway 
accidents is being made. Once this has been done, 
remedial measures can be introduced to reduce the 
number of highway fatalities to a minimum. 

At the present time there are no definitive statistics 
as to the importance of visual dysfunctions as causes 
of highway accidents, in spite of the fact that driving 
one of the modern high-speed automobiles calls for a 
high degree of visual skill. The amount of confusion 
existing about this aspect of driver competency is at 
once evident when one studies the requirements for 
the issuance of driver's licenses in the various states 
and territories. For example, the minimal visual re- 
quirements for an unrestricted license are a visual 
acuity, without correction, of 20/30 in 4 states, 20/40 
in 32 states, 20/50 in 7 states, 20/60 in 1 state, and 
20/70 in 3 states. In one state there are no visual re- 
quirements whatsoever. Only 18 states require a 
licensee to have adequate depth perception, and only 
9 states make any effort to determine a person’s visual- 
field status. Requirements for restricted licenses, i. e., 
for one-eyed drivers and those with subnormal acuity, 
are even more variable. From these data it is at once 
evident that visual standards required for licensing 
vary widely. 

Remedial Measures 


Board of Ophthalmologists.—The first step that 
should be taken to rectify this deplorable situation is 
the setting up of a board of ophthalmologists who 
would work through the American Medical Associa- 
tion, with members chosen from the Section on Oph- 
thalmology of the A. M. A., from the American Oph- 
thalmological Society, and from the American 
Academy of Ophthalmology and Otolaryngology. This 
board should determine what standards of not only 
visual acuity but other visual functions are necessary 
for drivers, and then it should make an eftort to interest 
each state in adopting these standards. This board 
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OPHTHALMOLOGICAL ASPECTS OF DRIVER LICENSING AND REPEAT OFFENSES 


DuPont Guerry II, M.D., Richmond, Va. 


* The degree of visual competence required of ap- 
plicants for unrestricted driver’s licenses in various 
states should be standardized. Facts are needed as 
to the benefits that may be anticipated from more 
consistent and more searching tests. Screening pro- 
grams would yield a wealth of data. Drivers who 
have had several accidents should be especially 
studied. The optical properties of windshields and 
other details of automobile design that make for 
distortion, glare, and confusing reflections should 
be given immediate, critical study. 


could further utilize data that are already available, 
and it should work with the departments of motor 
vehicles of the various states in setting up, carrying 
out, and interpreting studies that will yield more de- 
finitive data. When such data are at hand, existing 
standards can be revised. 

Already in progress in several states are studies that, 
when completed, will yield a wealth of pertinent in- 
formation. In some instances, however, such studies 
have had to be discontinued because of lack of funds. 
Adequate funds for such studies are a must, and, if 
individual states cannot finance such programs, it is 
incumbent upon the federal government to provide 
the necessary money. This plan may smack too much 
of paternalism, but actually the problem is a national 
one, and some federal assistance is probably essential. 
A governing or advisory board, such as recommended, 
could help in allocating such funds and in preventing 
duplication of effort. 

Screening Programs.—The screening of driver can- 
didates is completely inadequate in many states. In 
these states the use of the Snellen chart suffices, and 
a candidate is granted a license or rejected simply on 
his ability to read the letters on the chart. More re- 
cently, a few states have taken a great step forward 
by employing one of several screening devices, such 
as the A. O. Sight-Screener, the Bausch and Lomb 
Ortho-Rater, or the Keystone Telebinocular, that 
quickly screen a candidate for visual acuity, depth 
perception, color discrimination, sign-reading ability, 
muscle balance for near and distant sight, and visual 
fields. All of these factors must be taken into account 
if a proper evaluation of a person's visual skill for 
driving is to be accurately made. The data gleaned 
from such a screening disqualify certain individuals, 
who are then referred to a physician for medical atten- 
tion and for correction of defects. In one state that 
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instituted this system five vears ago, it was found 
that, in 7.9% of persons whose license applications 
were disapproved, the disapproval was for visual 
reasons. Of these persons, 24.3% could not be helped 
by medical attention and were, therefore, unable to 
obtain licenses, while 75.7% had their visual defects 
corrected medically and were then issued driver's 
licenses. The employment of devices of this type and 
the institution of similar screening programs should 
eventually vield a wealth of data that will help in re- 
vising standards, in more adequately screening po- 
tential drivers, and, in some instances, in detecting 
pathological conditions of the eves. It is interesting to 
note that, when such a program was instituted in the 
state of North Carolina several vears ago. many per- 
sons wrote in to thank the department of motor vehicles 
and stated that the examinations had aided in the 
early detection of pathological conditions of the eves 
and had resulted in the saving of sight. 

Retesting of Repeat Offenders.—Another facet of 
this complex problem concerns retesting of repeat 
offenders, the drivers who have several accidents. Here 
again we cannot say with finality what part visual 
dysfunctions play, for there are no completed studies 
vet available. In a study carried out by the department 
of motor vehicles of the state of North Carolina in 
conjunction with the department of psychology of 
North Carolina State University,’ preliminary data 
suggest that far acuities and depth perceptions may 
play a part in accident-proneness. Until this and other 
studies are complete, definite standards cannot be set 
up to govern the proper visual retesting of repeat of- 
fenders. It would seem logical to rescreen these drivers 
with one of the above-mentioned devices and immedi- 
ately to refer any individual found to have a visual 
defect to a physician for a complete ophthalmological 
evaluation. This doctor should then decide whether in 
his opinion the driver should be relicensed, and, if 
there is any question in his mind regarding this, the 
individual should be referred to a state evaluation 
board set up for this purpose. All drivers who have 
had multiple accidents should be referred directly to 
a similar local board for exhaustive study, and equiv- 
ocal cases should be reterred to the state board for the 
final decision. Boards of this sort should have more 
elaborate facilities for the study of visual function 
than those available in the screening centers. Color 
discrimination, depth perception, dark adaptation, re- 
action to glare, acuity of central and peripheral fields, 
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and visual reaction time should be gone into thor- 
oughly. Any individual with a visual defect should 
then be referred to a private ophthalmologist, and, 
after he has received therapy, he should be reevalu- 
ated. If reasonable correction cannot be made, the 
driver must be prohibited from driving by the with- 
drawal of his license or allowed to drive with definite 
restrictions. 

Correction of Faulty Automobile Design.—Of great 
importance in attempting to determine the part that 
visual disturbances play in causing highway crashes 
is the consideration of the problem of visual disturb- 
ances induced by faulty design in automobiles. This 
has been a sore spot with car manufacturers for many 
vears. and thev have all been guiltv of sometimes al- 
lowing stvle and so-called beauty of design to super- 
sede safetv and functionalitv. Thev have allowed the 
stvlists to decide first what would catch the public's 
eve and the car then to be built with this in mind. 
From a visual standpoint, the most blatant example 
of this policy in recent years is the exaggerated wrap- 
around windshield. In the design of these windshields, 
many basic optical principles have been completely 
ignored, and the stylist’s dream or nightmare has been 
allowed to run rampant. Drivers who have to use such 
windshields, suffer from distortion of vision from the 
prismatic effect, from increased glare because of the 
focusing of extraneous light in the axial area of the 
windshield, and from insuperable diplopia from ghost 
images due to surface reflections exaggerated by the 
acute curvature. Glare from the injudicious use of 
chrome trim exaggerates this problem. All of these 
factors, while not directly responsible for accidents, 
lead to such driver fatigue that accidents indirectly 
result. 

While the motor companies have been somewhat 
remiss in their consideration of optical problems, they 
are now at last becoming safety conscious. At least 
one large manufacturer is keynoting safety in design. 
It is hoped that the visual aspect of this problem will 
be taken into account immediately. Here the suggested 
board of ophthalmologists should be of invaluable aid 
as consultants. 

2015 Monument Ave. 
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Incidence of Trichomonas Vaginalis——Many women with a slight to moderate vaginal discharge 
are rendered asymptomatic by the simple expedient of douching. This is true also of many 
women who harbor a T. vaginalis infection and suffer no discomfort. As a result it is difficult 
to arrive at an incidence of parasitism in the so-called normal clinic patient. If lavage is consid- 
ered an obligatory practice among the women employing the douche and all such are elim- 
inated, then the present data will give an absolute incidence of T. vaginalis infection of 2.9 
per cent and 12.3 per cent in the white and Negro groups of normal adult women, respectively. 
The frequency of infection during the sexually active and child-bearing ages (20-49 years ) 
was 3.5 per cent and 14.8 per cent respectively. . 
ports indicate that T. vaginalis has been seen in women who have passed the menopause.—L. 
G. Feo, M.D., The Incidence of Trichomonas Vaginalis in the Various Age Groups, American 
Journal of Tropical Medicine and Hygiene, September, 1956. 
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OTOLOGICAL ASPECTS OF CRASH INJURIES 


Lawrence R. Boies, M.D., Minneapolis 


There are two otological disorders that can prevent 
normal performance of the driver of a motor vehicle. 
One is impairment of hearing to a degree that he is 
definitely handicapped; the other is a disorder of the 
physiology of the semicircular canals sufficient to make 
him subject to sudden attacks of vertigo. 

With the presence of normal hearing in one ear, a 
severe or complete deafness in the other ear is not a 
significant handicap. To be handicapping for ordinary 
purposes, deafness must be bilateral. Otologists seem 
to agree that a loss below the 30-db. level for air con- 
duction in the speech frequencies of 500, 1,000, and 
2,000 cps in the better ear constitutes a significant 
handicap for which correction is needed. Often this 
correction will be in the form of a hearing aid. In some 
instances it can be attained through surgical treatment. 

The common pattern of testing of hearing for the 
licensing of drivers by the state seems to be the deter- 
mination by a lay examiner that the applicant can 
communicate with the examiner, When there is an ob- 
viously severe hearing defect, the driver may be re- 
quired to equip his vehicle with an outside, left-hand 
rear-view mirror. The rules and regulations governing 
the qualifications of employees who come under the 
control of the American Trucking Association require 
that the hearing shall not be less than 10/20 for con- 
versational tones in the better ear without a hearing 
aid. Tests are made by a physician. In evaluating the 
hearing, 20 ft. is considered to be the normal distance 
at which a conversational tone is heard, and any de- 
viation from normal is expressed as a fraction, with 20 
ft. as a denominator and the actual distance as the 
numerator. 

I believe that, when the hearing of applicants for 
drivers’ licenses is obviously impaired, special hearing 
tests should be made by a physician who will deter- 
mine whether the applicant has a hearing defect that 
is sufficient to handicap him and whether his hearing 
can be corrected to a safe level. In the case of a repeat 
offender who exhibits a handicapping loss and_ in 
whom this loss would seem to be the circumstance 
behind the inadequacy of performance, there should 
be serious doubt over the wisdom of licensing the 
driver. The type and degree of deafness and whether 
satisfactory amplification can be obtained should be 
determined by a physician. 

Vertigo is a common symptom. In its more common 
occurrence as a mild transient symptom caused by 
transient vasomotor phenomena, it is no particular 
problem. Postural vertigo that may result from a vari- 
ety of circumstances is usually mild and transient, and 
the victim of this disorder can avoid it by avoiding the 
sudden positional changes of the head that bring it on. 
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¢ Impairments of hearing and disturbances of equi- 
librium can prevent normal performance of the auto- 
mobile driver. Applicants for licensure who have an 
obvious hearing handicap or who give a history of 
vertigo should be examined by a physician in order 
to determine the extent of the disorder and to decide 
whether they are competent to drive. 


The problem that can supply a real hazard in the safe 
performance of an auto driver is an uncontrolled, sud- 
den attack of severe vertigo. This usually occurs in the 
disorder known as Meéniére’s disease, which seems to 
be on the increase. The underlying pathology in this 
disorder seems to be a hypertension in the endolym- 
phatic system that initiates the vertigo. The exact 
etiology is unknown. It is believed that neurovascular 
phenomena affecting the terminal blood supply of the 
cochlea and semicircular canals, to which there is no 
collateral circulation, play an important part. 

Aural pressure, tinnitus, and early hearing loss are 
present alone or in combination as symptoms of en- 
dolymphatic hypertension. Apparently this hyperten- 
sion may be limited to the cochlea, with no vertigo 
present until a later stage in the disorder. When 
vertigo develops it is more or less sudden in onset and 
severe in degree, A correct diagnosis and adequate 
therapy generally limit the occurrence and recurrence 
of this symptom. In an occasional case the condition is 
uncontrolled. If the condition is unilateral, as in a 
majority of these cases, surgery in the form of labyrin- 
thotomy with destruction of the membranous labyrinth 
will dispose of the vertigo. When it is bilateral the 
problem of treatment is more difficult. Streptomycin 
therapy, which destroys the more vulnerable vestibular 
neural mechanism, should be pushed to the point at 
which the vertigo is controlled. Proper testing is 
necessary to determine this point. 

An applicant for licensure who gives a history of 
\léeniere’s disease should have an evaluation of the 
status of the disorder by a physician who can deter- 
mine whether medical therapy is adequately control- 
ling the disorder and who can furnish the applicant 
with a statement to this effect. If the disorder is under 
control, the applicant should be a safe driver in re- 
spect to possible accidents due to the condition. 

There are two other situations in which severe 
vertigo could develop entirely as an ear symptom. One 
is in chronic suppuration of the middle ear with 
cholesteatoma and the other neuritis of the vestibular 
portion of the eighth nerve such as occurs in viral 
infection. The vertigo in each of these disorders is not 
the sudden apoplectic type of Meéniere’s disease, and 
victims of these conditions would normally be expected 
to be under medical care while the vertigo is a prob- 
lem. On the whole, the deafened individual who wears 
a hearing aid and the person who has been subject to 
disabling attacks of vertigo are cautious individuals. 


> 
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Summary 


An applicant for a driver's license who has an ob- 
vious hearing handicap should have his hearing ability 
tested by a physician. It should be required for issu- 
ance of a driver's license that the person's hearing 
in the better ear be able to be brought to the 30-db. 
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level by amplification with a hearing aid or by surgical 
treatment. An applicant for licensure who gives a his- 
tory of attacks of vertigo should be examined by a 
physician for diagnosis and for a determination of the 
state of his disorder and of his competence as a safe 
driver from the standpoint of this disorder, 


ORTHOPEDIC ASPECTS OF AUTOMOBILE CRASH INJURIES AND DEATHS 


Jacob Kulowski, M.D., St. Joseph, Mo. 


The orthopedic aspects of automobile crash injuries 
and deaths, like those of medicine in general, involve 
considerations of factors that govern both the normal 
and abnormal phases of motoring, i. e., its entire life 
history. The inclusion of extraclinical elements by 
physicians has been impelled by the epidemic number 
of crash injuries and deaths, which are threatening 
to increase beyond any hope of control by methods 
already in practice to keep this toll within levels of 
tolerance. The proposed integrated clinical life history 
of motoring encompasses broad clinical aids to re- 
covery, to which will be added preclinical, paraclinical, 
and postclinical agencies. More specifically, this means 
accident prevention, reduction of injuries under crash 
conditions, and ultimate medical and medicolegal 
rehabilitation. It is hoped that ultimately orthopedic 
surgeons will participate in programs of screening of 
the driver pool (with standards based on clinical 
experience and common sense) and maintenance of 
driver fitness; that they will aid in collection, classifica- 
tion, and interpretation of medical data concerning 
both morbidity and causes of death for engineers as 
well as from the standpoint of management of these 
injuries; that they will help develop improved tech- 
niques of first aid, emergency care, and definitive 
diagnosis and treatment; and that they will take a 
wider interest in the socioeconomic and legal reliabili- 
tation of crash victims. Obviously, the most urgent 
needs for exploration and development involve the 
extraclinical areas, especially those having to do with 
accident prevention and the reduction of injuries when 
crashes do occur. In respect to the latter, it should be 
recognized that dogmatism is the chief pitfall to be 
avoided. Although some aspects of crash-impact en- 
gineering are controversial, medical observers should 
recognize the ever-widening gap between the data 
uncovered by research and their application in auto- 
motive engineering and design; the lag between lab- 
oratory progress and incorporation of developmental 
details by automobile manufacturers is real and should 
be combated with unabashed fervor by all enlightened 
riders of automobiles. 

The following example shows the results of thinking 
in terms of motoring as a whole. A single trigger 
motor-skeletal condition, such as cervical arthritis, 
may set up a chain reaction or cycle that will cause 
greater-than-chance frequency of accidents, injuries, 


Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
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¢ There is a need for better ways of determining and 
maintaining the fitness of people to drive automo- 
biles. The medical profession should press for appli- 
cation of the facts of medicine and engineering to 
methods of crash-proofing motor vehicles. The medi- 
cal care available in emergencies must be improved. 
Attention should be directed not only to the preven- 
tion of fatal accidents but also to the rehabilitation 
of the many people who are seriously injured. 


and clinical complications. The use of casts and other 
cumbersome apparatus may produce the same effect. 
From this standpoint. the study of the pathogenesis of 
automotive onde: and of the injuries they produce 
becomes increasingly profound and challenging. To 
follow the example of cervical arthritis further: In the 
first place, this condition is often associated with pain- 
ful stiffness of the neck and unilateral reflex or radiat- 
ing pain of the shoulder and arm. This could result 
in more-than-average incidence of angular and rear- 
end vehicular collisions at intersections, where enlarge- 
ment of the peripheral fields of vision requires twisting 
and rocker action of the cervical spine. Secondly, the 
arthritic cervical spine is more vulnerable to inertial 
forces that result in so-called whiplash injuries. Fin- 
ally, the whiplash injury frequently causes chronic 
disability, and both the medical management and the 
ultimate medicolegal evaluation of such injury is com- 
plicated by the preexistence of cervical arthritis. 


Accident Prevention 


Patients frequently ask their doctor if it is all right 
for them to drive. This question cannot be shrugged 
off anymore. Instead, it must be most carefully an- 
swered for each individual on the basis of clinical 
experience, Common sense, and whatever data may 
be available at this time in regard to the connections 
between physical disabilities and accidents. The rela- 
tions of cervical arthritis to our problem have already 
been mentioned, albeit from the empirical standpoint. 
A host of other painful conditions that involve 
and restrict movements of the major joints may be 
inferred to act in the same way. Emphasis is to be 
placed upon the wearing of plaster casts, braces, 
splints, and artificial limbs as they relate to driver 
efficiency and safety. Certainly, no patient should be 
permitted to drive during the time he is so handi- 
capped by apparatus that deft handling of the steering 
controls and foot levers is prevented. I refer especially 
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to shoulder spicas, long arm casts (some body casts ), 
hip spicas, long leg casts, and even some short leg 
casts. Head and shoulder casts (minerva types) are 
dangerous for safe driving. The physician should be 
warned of his duty to his patient and others in regard 
to restricted driving or no driving at all by people who 
use these or similar devices. 

The development of medical standards of driver 
licensure must come at first from family physicians. 
The ultimate standards should come from county med- 
ical societies, whose chief duties, for the present, are 
(1) the indoctrination of the public relative to the 
advisability of voluntary prelicensure physical exam- 
ination by the family physician; (2) the promulgation 
of medical education programs for members; and (3) 
indoctrination of persons who currently examine 
drivers regarding what conditions should disqualify 
applicants for unrestricted permits. The refinement of 
restrictions will have to await further data along these 
lines and legal actions at the local, state, and national 
levels. 

The total solution will require adequate screening 
“profiles” for practitioners, who will demand practical 
methods that will not be too time-consuming. The 
achievements of industrial, military, and public health 
doctors along these lines have not been fully appre- 
ciated. For example, much that has already been ac- 
complished through preemployment and _ job-fitness 
medical screening is applicable here. The key posi- 
tions, from this angle, are held by medical directors 
of transit corporations, who are solving many problems 
concerned with the maintenance of fitness of drivers. 
The educational potentials—for medical groups as well 
as the driver and rider population—have not even been 
tapped. Be that as it may, the problem of driver fit- 
ness and the motorist safety program in general will 
have united the different branches of medicine as they 
have never been united before. Also, our debt to the 
fine work of the industrial, military, and public health 
physicians will have been publicly acknowledged. 


Reduction of Injuries 


Everybody is now aware of the injury potentials of 
automobiles as they are currently designed. Nothing 
has been said, however, concerning certain preexisting 
motor-skeletal conditions (possibly affecting any one 
of the other systems of the body as well) that increase 
man’s vulnerability to injury. The example of cervical 
arthritis has been discussed above, and the medicolegal 
implications of such a situation are obvious. The crash- 
injury implications, however, have not been so care- 
fully worked out; there are at present no data concern- 
ing the occurrence in automotive accidents of patho- 
logical fractures, to give an example, although clinical 
experience has shown that in some persons fractures 
will result even from minimal forces. This is a sort of 
crash-impact view in reverse. My own experience rela- 
tive to this problem has been limited to the treatment 
of crash-injured persons with preexisting osteoporosis 
of the spine, cervical arthritis, lumbar arthritis, and 
ankylosis of the major joints. 

The osteoporotic spine (even in younger individuals) 
is prone to compression fractures, usually in the mid- 
thoracic region, as a result of forward types of deceler- 
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ation. For the most part, these fractures are multiple 
and affect the vertebral bodies only. The issue of arth- 
ritis has already been adequately dealt with. Ankylosis 
of the knee or hip joints may cause forces, for example, 
from the dashboard or floor, to be transmitted to the 
lumbar area and cause compression fractures of the 
latter. This generally occurs in collisions that throw the 
occupant forward, so that the ankylosed hip joint causes 
excessive bending at the lumbar region. On the other 
hand, ankylosis at the knee or hip may result in severe 
supracondylar and femoral fractures respectively. 

Oddly enough, very few fractures are seen at the 
site of localized lesions such as bone .umors or cysts. 
One reason for this may be the fact that probably 
the sitting posture of riders often moderates these 
forces. Another may be the fact that people with 
known pathological conditions of their skeletal sys- 
tems guard against taking any chances in regard to 
crash injuries. Be that as it may, physicians should 
warn these people of their increased vulnerability to 
crash injury and offer whatever advice they can in re- 
gard to protection against it. 

It is evident that people with more than minor con- 
ditions of their motorskeletal systems should insist 
upon getting every safety guard possible in their own 
automobiles. For engineers and manufacturers, be- 
cause motorskeletal deficiencies are so common among 
the motoring population, this means that there is an 
ever-increasing need for more built-in safety factors 
in modern automobiles. Studies concerning the much- 
vaunted tolerance of the human body to decelerative 
forces have been performed, apparently, on normal 
healthy persons, who are the exception, not the rule, 
in the bulk of the motoring population. Not to be for- 
gotten, in this regard, are the patients who have had 
operative procedures upon their motorskeletal sys- 
tems, for example, fusions, arthroplasties, and disk 
removals with and without concurrent fusions of the 
lumbar spine. Recurrent disk herniations resulting 
from crash forces are becoming more numerous; this 
also intensifies the medicolegal complications. 

What are the lessons of greatest interest to automo- 
tive engineers from the run-of-the-mill skeletal in- 
juries such as fractures of the long bones? Injuries of 
the extremities seem to be the common denominator 
of injuries in general, and fractures are the common 
motorist casualties. Except for the smaller bones of the 
hands and feet, there appears to be a fairly even dis- 
tribution of these fractures of the tubular bones, with 
ulnar bones leading and all others fairly close behind 
in rank. This means that fractures of such bones as the 
femur, with the attendant prolonged disability (and 
the danger of complications) are frequent. It so hap- 
pens that the relation of this bone to automotive design 
factors parallels that of the chest and head (and 
face), and more study should be expended upon this 
special situation in respect to riders in crash vehicles. 
The key to ultimate crash-proofing may reside in pro- 
tection from fractures of the extremities rather than 
the more lethal injuries involving the head, chest, and 
abdomen. Be that as it may, two types of injuries ap- 
parently occur in extremities; impacts of flailing 
(“open kinetic chain”) and force-injury from “closed 
kinetic chain” situations where the hands or feet are 
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braced or caught on steering controls or other struc- 
tures and floor or floor levers. It may be that indirect 
restraint of the body by safety barriers will tend to 
moderate these forces. Obviously, riders cannot be 
tied up as are those who are voluntarily subjected to 
decelerative forces in experiments. 

Until more specific answers are available concern- 
ing crash-impact engineering, manufacturers must 
avail themselves of all kinds of safety suggestions as 
they are made. No single factor can be subordinated 
to any other, nor can any single advantage be ignored 
in the final scheme or product. This statement cannot 
be overemphasized, especially in view of the apparent 
slowdown in interest in this phase of the problem by 
so many persons. While there can be no rule-of-thumb 
in this respect, the principle of “counterbalance” 
should guide us. The outline given in the table is 
intended to serve as a general guide for physicians 
and engineers alike and is based upon medical and 
engineering data insofar as it is possible, with our 
present knowledge, to apply such data. 

In this connection it should be remembered that 
crash-proofing is a kind of force-exchange method ot 
protection, the substitution of mechanical devices that 
will absorb energy in a predetermined manner instead 
of haphazardly, as the human body does. It is to be 
expected that high-energy accidents will result in in- 


Crash Forces, Iniuries Resulting, and Necessary 
“Counterbalance” Safety Devices 
Crash Forees Injuries Resulting 
\pplied impulsive External Energy-absorbing surfaces 
Applied erushing External and internal Stiffer body compartments 
Inertial Sprains and internal Controlled erumple rates 
All of above, from All kinds 
forcible ejection 


Counterbalance Necessary 


Safety restraints and safety 
door locks 

juries to some riders regardless of the amount of skill- 
ful safety features employed by the manufacturers of 
automobiles. Ordinarily, these safety-feature-controlled 
injuries will be minor ones, but there also mavy result 
injuries that will tax the diagnostic acumen and thera- 
peutic versatility of the most conscientious medical 
attendant, and adequate consultation services must be 
available in all such situations. Both engineers and 
physicians should be aware of these variables and 
should not become discouraged in the face of devia- 
tions from the expected results. There are, after all, 
limits to the number and effectiveness of safety factors. 


First Aid 


First aid is the initiation of the care of crash vic- 
tims, and it may even set the pace and pattern of sub- 
sequent treatment. First-aid treatment is often lacking, 
and this may be attributed to indifference or to the 
teaching of overcomplicated methods. The following 
rules of the road should be adequate in most cases: 
1. Remove the victim from the wreckage. 2. Turn him 
on his side to facilitate an open airway. 3. Apply 
clean dressings to open wounds. 4. Use a tourniquet 
only for brisk bleeding and then keep it on until all 
danger from excessive bleeding is over. 5. Use a sling 
for obvious fractures of the upper extremity. 6. Splint 
any obvious fracture of the lower extremity by the 
means at hand. 7. Transport the victim quickly and 
safely to the nearest doctor or hospital. 
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Proper first aid, from the orthopedic standpoint, ac- 
complishes two things. First, adequate splinting pre- 
vents the conversion of simple fractures into compound 
ones. Second, adequate first aid helps to combat shock 
where and when this dreaded complication begins. Ac- 
cording to the modern dynamic concept, primary 
traumatic shock demands prompt treatment. Despite 
the fine work that has been and is being done in first 
aid, this is yet an area where medical and related 
groups can do much to extend and improve the quality 
and quantity of treatment according to this humani- 
tarian principle. 


Emergency Care 


The same humanitarian principles in regard to frac- 
tures continue to apply after the patient has been 
admitted to the outpatient department of the hospital. 
The emergency care is a dual responsibility: the hos- 
pital must furnish the space, tools, and personnel; the 
attending doctor has to combat primary shock, arrest 
hemorrhage, replenish body fluids (blood and plasma ), 
check the urinary bladder for injury in unconscious 
patients and in those with pelvic fractures (especially 
through the anterior arches, and where there is a his- 
tory of forcible ejection from the crash vehicle ), main- 
tain an open airway and adequate pulmonary 
ventilation, and be alert to cardiac arrest. 

From the orthopedic standpoint, the medical at- 
tendant must be aware of the two threats to extremities 
that are always present in the more severe types of 
injuries. In the case of compound fractures there is 
the danger of gas gangrene. There is also the danger 
of both direct and indirect neurocirculatory damage 
from subfascial hydrostatic pressure. The latter occurs 
most frequently at the elbow but may also occur in 
areas where there are distinctive fascial compartments 
that can become distended by bleeding and/or swell- 
ing of the contained muscles. 


Definitive Management 


Admittedly, much of the specific treatment of crash 
victims does fall into the special domains of neuro- 
surgery, thoracic surgery, and orthopedic surgery. 
However, the occurrence of multiple injuries, espe- 
cially with critical internal injuries of all kinds, and 
of often-fatal physiological failures underscores the 
fact that the frontiers of the treatment of persons seri- 
ously injured in crashes must be constantly extended 
in order that indications for lifesaving measures are 
not overlooked. In actual practice this also means ade- 
quate consultation services in these areas before emer- 
gency situations become urgent. This is especially true 
in the case of tracheotomy and adequate pulmonary 
ventilation. The successful management of the more 
severe crash injuries depends on adequate treatment 
of primary and secondary shock. Clinical experience 
and autopsy studies clearly indicate that chest injuries 
and complications rank first in regard to primary shock, 
especially in the first hours after admission to the hos- 
pital. In the next day or so, head injuries take preced- 
ence in conjunction with other inflammatory and 
degenerative complications such as pneumonia, tubular 
nephrosis, fat and thromboembolic embolism, and 
others not so commonly encountered. 
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The above statements assume an even greater sig- 
nificance when it is realized that approximately 85% 
of the fatalities from automobile crashes occur some 
time after the crash impact. Since the fundamental 
cause of death is cardiorespiratory failure, the role 
of the internist in all teams undertaking the care of 
the severely injured should be a most important one 
in detecting mediastinal injuries and complications. 
establishing base-line clinical and laboratory standards 
of the patient's condition, and detecting conditions 
that might have been present long before the accident 
or coming on at the time of the accident. One suspects 
that much that has been obscure thus far, especially in 
regard to unexplained or bizarre clinical manifesta- 
tions, may prove in time to have been due to reactions 
of the collagen tissues of the body that are either di- 
rectly or indirectly the result of traumatic stresses or 
had been coming on at the time of the accident inde- 
pendently. 

The question of open versus closed treatment of 
fractures of the long bone should not concern the 
general reader; this is the responsibility of the ortho- 
pedic surgeon. 

Postclinical Rehabilitation 


Of the many aspects of rehabilitation, none is, per- 
haps, more vexing than the medicolegal complica- 
tions for practitioners in general. The disposition of 
these cases is facilitated greatly when these issues are 
looked at objectively from the standpoint of rehabil- 
itation instead of as residual byproducts of alleged 
accidents. Statistically, all of these cases fall into fairly 
neat categories. Thus, about 40% of all chronic motor- 
skeletal disabilities from automobile crashes will re- 
quire some kind of rating as to partial permanent dis- 
ability. Also, about 50% of the injured complain of pain 
in the neck, shoulder, arm, or low back. Finally, the 
vast majority of these complaints appear to stem from 
soft-tissue rather than bony injury (sprains ). 
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The diagnostic accuracy depends chiefly upon ade- 
quate differential diagnosis. This is especially true 
when a herniated disk is suspected that is either a 
direct result of the accident or a recurrence of a con- 
dition that had been previously treated surgically. 
This problem is encountered most frequently in the 
case of low back pain and only rarely when there are 
complaints referable to the cervical spine. The issue 
of preexisting conditions versus postaccident com- 
plaints is nowhere better illustrated than in the case 
of low back and neck sprains. In the latter, some de- 
gree of arthritis is frequently found to have been 
present, while both arthritis and congenital anomalies 
are often found to have existed previously in the case 
of low back pain. In such a situation, the physician 
providing immediate care will do well to avoid the 
pitfall of arriving at conclusions unless they are vali- 
dated by facts. 

Conclusions 


The nature of automobile crash injuries and deaths 
is such that the frontiers of medicine are being con- 
stantly widened in order to take into account the 
factors that cause greater-than-chance incidence of ac- 
cident, injuries, and ultimate complications in rehabil- 
itation. In the first place, there is a need for adequate 
standards of driver licensure through medical screen- 
ing and for maintenance of driver fitness. Secondly, 
physicians ought to be in the vanguard of an enlight- 
ened motoring population in the vigorous pursuit of the 
ultimate in crash-proofing through the application of 
valid medical and engineering data. Thirdly, first-aid 
and emergency care should be raised to the high levels 
already achieved in the definitive diagnosis and treat- 
ment of the more serious injuries. Finally, the socio- 
economic-medicolegal aspect of rehabilitation of crash 
victims needs to be explored and developed as it re- 
lates to medicine. 
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PSYCHOLOGICAL AND PSYCHIATRIC ASPECTS OF HIGHWAY SAFETY 


Ross A. McFarland, Ph.D., Boston 


It is commonly believed that the attitudes and per- 
sonal characteristics of drivers are the most important 
factors in accident causation. Only a few carefully 
controlled studies have been made, however, to test 
this assumption. The purpose of this paper is to evalu- 
ate some of the experiments and to review the findings 
from some selected studies now in progress. 

The usual procedure in studying the psychological 
characteristics of accident repeaters has been to ad- 
minister a battery of tests to a selected group of per- 
sons known to have poor accident records. In some 
instances, an additional control group has been used 
in order to make comparisons. In relatively few in- 
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¢ Understanding and possibly controlling the human 
feciors of drivers (e. g., their attitudes and personal 
ad'ustments) as well as the driver’s equipment and 
env ro1ment (e. g., the design of his automobile) pro- 
vide the most promising areas to prevent automobile 
acciderts. Though no single characteristic of drivers 
has yet been ‘solated that appears to be outstanding 
in accounting for the large proportion of accidents 
on the highways. there do appear to be several etio- 
logical groupings. One of these is the accident re- 
peater, who may manfest general instability in 
society, or even possess a mild psychopathic per- 
sonality. As in the control of other epidemics, we 
must find means of identifying the most important 
variables relating to the “host,” as well as the 
“agent’’ and the environment. Physicians can play 
an important role in such an approach. 
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stances have adequate statistical methods been em- 
ployed in evaluating the role of psychomotor and 
other psychological functions. Likewise in the studies 
emploving clinical techniques, adequate experimental 
design has been the exception rather than the rule. 
Results of some of the studies have become the basis 
for tests that might be used to predict accident tre- 
quency. In general, studies in this field have been 
poorly controlled and represent a superficial level of 
analysis. 
Use of Psychological Tests 


A wide variety of sensory, psychomotor, psychologi- 
cal, and physical characteristics have been investigated 
in relation to the accident frequencies or accident rates 
of drivers and groups of drivers. Although highway 
accidents are usually attributed to human failure of 
some kind, close and invariable relationships between 
particular characteristics of drivers and the frequency 
of accidents have not been found. Some traits have 
been of importance in causing some accidents but not 
others. Thus far no single characteristic of drivers has 
been isolated that appears to be outstanding in ac- 
counting for a large proportion of the accidents on 
the highways. 

Another area of testing has been concerned with the 
social and psychological characteristics of accident 
repeaters, including statistical studies of biographical 
Taste l.—Chance Distribution of 300 Accidents in a Group of 

500 Persons® 


Accident Frequency per Person Theoretical No. of Causes 


0 275 
1 165 
2 49 
3 10 
4 1 


*Data from MeFarland and others. 


information obtained for accident repeaters, psvcho- 
metric and clinical studies of the personality structures 
of accident repeaters, and studies of selected social 
traits, including attitudes. 

The major findings of these studies can be summa- 
rized as follows: 1. The most significant biographical 
predictors appear to be a history of previous accidents, 
which suggests the presence of an accident syndrome or 
habit, and the general instability of relationships with 
institutions and society as a whole. 2. The personality 
structure of the accident repeater might be described 
as eccentric, impulsive, or mildly psychopathic. 


Studies of Accident Repeaters 


One aspect of the study of the host or driver that 
has received a great amount of attention in recent 
vears relates to the concept of accident-proneness or 
accident repeaters. This originated in part from the 
reports of industrial physicians who noticed that a 
small proportion of workers in their plants seemed to 
be responsible for a large proportion of the accidents. 
One medical department, for example, reported that 
80% of the visits to the clinic were made by 30% of 
the plant population. The observation that a small 
number of workers or drivers was responsible for most 
of the accidents led to the assumption that these work- 
ers were accident-prone. 
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Statistical Approach.—Some doubts have been cast 
on this assumption by the statisticians. If one applies 
the Poisson curve to the distribution of accidents for 
any large industrial group, a small proportion of the 
group would be expected to have most of the acci- 
dents, purely as a result of chance (table 1).' When 
there is an excess of workers with repeated accidents 
over the number expected by chance, the problem 


Taste 2.—Percentages of Drivers Who Were Accident-Free and 
Accident Repeaters Known to Various Agencies® 
Accident-Free, % 
Repeaters, Group Group B 


known to one or more agencies...... 9 
Known to more than one ageney..... 32 i “ed 
Social service ayencies... ............ Is 1 1 
Publie health venereal disease clinie.. 14 
Aault court (exclusive ot 


Data from Tillmann and Hobbs. 


becomes whether these workers are accident-prone 
and how to locate the most susceptible workers to 
eliminate or retrain them. Results of studies in this 
vein have so far been largely negative. 

Another approach has been to correlate in particular 
industrial groups the accidents sustained in one period 
with those sustained in a later period, to see if the same 
people had high frequencies of accidents in both. The 
results of controlled studies of this sort have also turned 
out to be generally negative, i. e., the same people 
did not have the accidents in both periods. It seems 
probable that an individual may have temporary pre- 
disposing conditions of a physiological or psychologi- 
cal nature or be exposed to variables in his environ- 
ment that may lead to his becoming involved in an 
accident. It is, therefore, necessary to analyze the total 
accident situation to locate the “focus of infection.” 

Clinical Studies of Accident Repeaters.—A psychiat- 
ric view of accident-proneness has originated from 
the work of Dunbar,’ who compared patients with 
fractures with other tvpes of patients in New York 


Taste 3.—Relative Value of Selected Items to Discriminate Be- 
tween Drivers Who Are Accident-Free and Accident Repeaters® 


Chi-Square 


Minor violation in motor-vehicle 6.76 
Court record of offenses against 6.48 
Court record of offenses against property.............cccceeeeeees 2.01 
License suspension, in motor-vehicle 0.60 
Serious violation, in motor-vehicle records..............cceeeeeeees 0.03 


Data from MeFarland and Mosley.‘ 


hospitals. She believed that the patients with fractures 
showed signs of repressed guilt and resentment, and 
she traced their accidents to these unconscious feel- 
ings. Thus, in this view, accidents are motivated, and 
an elaborate set of psychiatric concepts has been 
developed to explain the repeated accidents of certain 
people. In considering these studies, it is important 
to realize that emotional states are undoubtedly of 
significance in the causation of many accidents, but 
it would be an unimaginative psychologist or psychia- 
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trist who could not, after an accident has occurred, 
find some indication of conflicts and repressed feelings 
consistent with this theory. 

It seems obvious that objective methods of predict- 
ing or identifying in advance those persons likely to 
have repeated accidents need to be developed if the 
control of accidents is to be achieved through atten- 
tion to this characteristic of the host. In one provoca- 
tive study, individuals having repeated accidents were 
matched with others who were accident-free and com- 
pared in respect to their social adjustments. Dr. Till- 
mann has now utilized this method in studying groups 
of industrial workers, drivers, and groups of airmen 
in the Royal Canadian Air Force. Ninety-six drivers 
with repeated accidents were matched with 100 acci- 
dent-free drivers identified from insurance company 
records (group A) and with another group of 100 ac- 
cident-free drivers found in official motor vehicle rec- 
ords ( group B). All the drivers were checked for adult 
court records, public health and venereal disease rates, 
and credit bureau and social service agency contacts. 
The basic concept in this study was that the people 
involved in repeated accidents are those who have 
evidenced maladjustments in meeting other personal 
and social demands of life. In this particular study, 66% 
of the accident repeaters were known to one or more 
of these agencies as against only 9% of those who were 
accident-free (table 

In our studies at the Harvard School of Public 
Health, we have repeated this approach by carefully 
matching truck drivers who were accident-free and 
accident repeaters in all the essential aspects of their 
work and driving experience. Very rigid criteria were 
set up, and a large number of cases obtained from the 
Interstate Commerce Commission were used. The pro- 
cedure was found to distinguish clearly between driv- 
ers who were accident-free and accident repeaters. 
The relative value of selected items in discriminating 
the good and poor drivers is shown in table 3. The 
chi-square values for the discriminating items were 
then used as weights for the items in a test. When this 
test was administered to an unselected sample of driv- 
ers, it was possible to identify 85% of the accident 
repeaters. * 

It may be concluded from these studies that “a man 
drives as he lives.” This recalls to mind the view of the 
cardiologists, that the way a man lives in regard to 
diet, exercise, relaxation, and nervous tension deter- 
mines how long he lives. In general, those persons 
having repeated accidents may be characterized as 
having a disrespect for organized authority, poor social 
adjustment, and evidence of permanent or transitory 
emotional instability. Just as delinquency may be a 
manifestation of the above-mentioned traits, so may 
repeated accidents reflect the type of adjustment or 
the mode of life. 

An intensive investigation of personal and _ inter- 
personal factors in relation to motor-vehicle accidents 
is currently being made at the University of Colorado 
and the Fitzsimons Army Hospital. This approach com- 
bines psychological and psychophysical testing, clinical 
study, and complex statistical analysis. The general 
findings are as follows: 1. The group test that appears 
to provide the clearest discrimination between drivers 


CRASH INJURIES—McFARLAND 235 


who are accident-free and accident repeaters is a modi- 
fied version of the Allport-Vernon scale of values. 
Subjects who have had accidents score consistently 
high on the theoretical and aesthetic scales and con- 
sistently low on the religious scale. Appropriate cut-off 
scores on these scales have been tested on three suc- 
cessive samples of persons who were accident-free 
and accident repeaters with a 70% accuracy of classi- 
fication. 2. Analysis of the emotional projection test. 
developed for this study, suggests that the accident- 
free subject is relatively more likely than the accident 
repeater to identify with father and to have a positive 
self-picture. The accident repeater is less likely to iden- 
tify with parents, is more likely to show regressive, Maso- 
chistic fantasy, and is more likely to consider authority 
figures unpleasant. Preliminary analyses of scores in 
combination with the Allport-Vernon scale produce 
a considerable increase in the precision of predic- 
tion above that from the use of the Allport-Vernon 
scale alone. This, however, requires further checking 
in new samples. 3. A preliminary characterological 
picture comes from the analysis of the clinical inter- 
view data. A considerable body of data yet awaits 
analysis, but the results available suggest that accident 
repeaters show an excess of regressive, wish-fulfilling 


Taser 4.—Accidents Among Selected Age Groups of Drivers 
Licensed in Connecticut, 1955° 


Involved ‘n Accidents Involved, at Fault 


No 
Age, Yr. Licensed No. v/s No % 
16 4,700 720) 1K) 
17 12,900 Sst) 7 
Is 16,206 3.5 
19 18,20) S40) 4.7 500 
19,000 4.” 7.5 
35 30,000 6 B40 1.1 
40 OO) 725 24 313 1.1 
18,500 473 ?.6 214 1.1 
60 11,400 2H) 2.5 134 


"Data from 1955.° 


phantasy, a lack of self-understanding, and a minimal 
degree of tension. Furthermore, the accident repeater 
appears to feel that his social environment is unsatis- 
factory and barren in relation to his strong needs for 
affection and recognition.” 
Influence of Age 

There is agreement in several studies that accident 
rates for younger drivers are higher than would be 
expected if age were of no influence. This is shown 
in table 4, in which the number of accidents for a large 
group of Connecticut drivers is given in proportion to 
the age composition of the driving public. Youthful 
drivers showed an excessive number of accidents, while 
drivers over 30 years of age had fewer accidents thu 
would have been expected.” A large sampling of drivers 
in lowa has been studied more recently, with similar 
results in regard to the relation of age to accident rates. 

An important area of research in this connection is 
that of the effects of aging on skilled performance. 
A major finding is that workers are less able to meet 
the demand of working at high speed with increasing 
age. This is particularly true in situations that contain 
novel elements. When older workers are faced with 
fast-paced work, they are apt to become muddled; 
while if they are left to work at a speed of their own 
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choosing, skilled performance shows no deficit and 
may even exceed that of younger, less experienced 
persons. Errors and, hence, accidents among older 
workers can be avoided when in the training and 
supervision cognizance is taken of the “host” factors 
that reflect the normal process of aging.’ 

Influence of Fatigue 

The effects of fatigue are most pronounced in acci- 
dents in which the driver was asleep. In most other 
situations it is difficult to determine the extent of the 
loss of efficiency due to fatigue. It has been demon- 
strated that subjects do less well on a variety of psycho- 
logical and psvchomotor tasks after prolonged driving. 
The results have been interpreted to indicate the pres- 
ence of reduced efficiency and, hence, increased liabil- 
itv to accidents. Such findings provide some evidence 
for the regulations governing hours of driving and the 
taking of intervening rest periods that have been 
adopted by the Interstate Commerce Commission. 

Evaluating the role of fatigue in highway safety, 
however, is not simply a matter of relating hours of 
driving to accident frequencies. Actually, in the case 
of truck drivers, the time of greatest frequency of 
accidents (about 60%) is found to be within the first 
three hours of driving rather than near the end of the 
day's run. The amount and quality of previous rest, 
time since last rest, the nature of activities prior to 
driving, and concurrent emotional stress are some of 
the numerous complicating factors. 

A clearer understanding of the effects of fatigue on 
driving performance can be gained from the concept 
of skill fatigue. A complex skilled performance such 
as driving has been shown to deteriorate in character- 
istic wavs under protracted operation, or under other 
fatigue-producing conditions. One initial effect con- 
cerns the timing of reactions. While in later stages 
gross mistakes may appear, at first it is more likely 
that the right response is made, but at the wrong time. 
As fatigue increases, the field to which the operator 
is responding as a whole loses its integrated quality 
and the operator reacts to individual aspects of it. Cer- 
tain stimuli predominate, while others are ignored 
and important responses are omitted. Standards of 
fperformance deteriorate and the oper :tor thinks he is 
doing as well as previously, although he is actually 
operating less skillfully. He no longer recognizes or 
appreciates his errors. There may be loss of insight 
into the seriousness of the situation. 

Under conditions of extreme fatigue, drivers have 
been known to experience hallucinations and to have 
accidents by maneuvering to avoid collision with ob- 
stacles perceived but not actually present on the 
highway. Confidential interviews with drivers have 
indicated that such experiences are most likely to occur 
on long-distance runs, at night, and when the level of 
driver activity is low and the driver feels a need for 
sleep." 

Influence of Design of Automobiles 

One means of improving highway safety is to de- 
sign automotive equipment in terms of human capa- 
bilities and limitations. Mechanical design should be 
intimately related to the biological and psychological 
characteristics of the driver. It is reasonable to expect, 
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therefore, that machines should be designed from the 
man outward, with instruments and controls consid- 
ered as extensions of his nervous system and append- 
ages. This implies that the automobile should be built 
around the operator, with due regard for his require- 
ments and capacities. Unless this is done, it is hardly 
fair to attribute so many accidents to human failures. 
If this point of view is carried out in practice, fewer 
accidents should result and extensive redesigning of 
equipment after it is put into use should be eliminated. 

In general, it may be said that any control lever 
that is unnecessarily difficult to reach and operate, any 
instrument that is difficult to read, any seat that in- 
duces poor posture or discomfort, or anything that is 
an unnecessary obstruction to vision may contribute 
directly to an accident because of the difficulty of 
proper operation by the driver. In addition, the cumu- 
lative effects of such difficulties are sure to induce 
fatigue, to result in the over-all deterioration of driver 
efficiency, and perhaps eventually to lead to an ac- 
cident. 

[tt was clearly brought out in the last war that ma- 
chines do not fight alone and that the effectiveness of 
a man-machine system depends in large part upon the 
integration of the operator and his equipment. The 
physician, with his background in the biological sci- 
ences, is in an excellent position to recognize errors that 
have been incorporated into equipment and_ that, 
therefore, predispose the worker to accidents. 


Summary and Conclusions 


A review of the attempts to relate a wide variety of 
sensory, psychophysical, and psychological character- 
istics of drivers to their accident experience and of 
the various tests developed to predict accidents indi- 
cates that, so far, such procedures have only limited 
value. It is apparent, however, that the most promising 
area for the understanding and control of the human 
factors in accidents is that of the attitudes and per- 
sonal adjustments of drivers. 

There are various approaches that have been used 
in the investigation of accident-proneness and in the 
study of the accident repeater. The clinical study of 
accident repeaters leads to the hypothesis that “a man 
drives as he lives.” On the basis of preliminary results, 
a particular combination of tests appears to have con- 
siderable precision in discriminating between drivers 
who are accident-free and accident repeaters. Analysis 
of extensive clinical material is expected to yield quali- 
tative characterological attributes differentiating the 
drivers who are accident-free from the accident re- 
peaters. Age is an important variable in the causation 
of accidents. The clear tendency for higher frequen- 
cies of accidents to occur among younger drivers is 
interpreted as due to factors of youthfulness, tempera- 
ment, and inexperience, however, rather than to age 
per se. Other psychological factors are those important 
in temporary conditions of the driver, as exemplified 
by fatigue, and those important in the integration 
between the driver and his equipment. 

It is submitted that the prevention of motor-vehicle 
accidents falls within the scope of preventive medicine 
because of the epidemic nature of accidental deaths 
and injuries and because of the outstanding role of 


‘ > 


Vol. 163, No. 4 


host factors in causing accidents. The physician, be- 
cause of his background in the biological sciences, has 
an unusual opportunity to understand the human 
causes of accidents and to combine treatment with 
education in safety. 

1 Shattuck St. 
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MEDICAL ASPECTS OF MOTOR-VEHICLE ACCIDENT PREVENTION IN INDUSTRY 


Haro.d Brandaleone, M.D., New York 


The importance of prevention of motor-vehicle 
accidents as a public health problem is obvious when 
we realize that, according to the National Safety 
Council, in 1954 there were 36,000 motor-vehicle 
deaths and 1,250,000 disabling injuries as a result of 
motor-vehicle accidents, at a cost of 4.4 billion dollars 
(this includes the cost of injuries, insurance, and 
property damage ).’ 

Great strides have been made in the improvement of 
roads, highways, and motor vehicles. However, the 
human element, the major factor in the cause of 
accidents, has been neglected. It has been reported ' 
that one out of every 14 drivers involved in fatal 
accidents had a physical condition that could have 
been a contributing factor to the accident. According 
to reports from 22 states, lack of sleep and fatigue 
were present in 60% of the cases, with defective vision, 
illness, and defective hearing next in order. 

It is imperative for public safety that physicians 
assume their proper role in accident prevention. It 
is their responsibility to determine the medical quali- 
fications of drivers. They must assist the state licensing 
bureaus in developing physical and mental standards 
so that only properly qualified persons are permitted 
to drive. 

Comprehensive Medical Program 

On the basis of our experience in two large organi- 
zations, one a transportation company and the other a 
delivery service, my colleagues and I have compiled 
a group of standards to aid the physician and the 
licensing bureaus in qualifying drivers. 

In 1947, when we were asked to reorganize the 
medical department of the Third Avenue Transit Sys- 
tem in New York City, this company had a very high 
accident rate that had to be reduced. Since it was our 
opinion that the human element was the most im- 


Medical Director, Third Avenue Transit System and United 
Parcel Service. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


¢ The significance of the human factor in automobile 
accidents is illustrated by the reduction in the annual 
rate of accidents (from 6,377 in 1946 to 3,130 in 
1955) achieved by a metropolitan transit system by 
developing its medical program for drivers and 
introducing psychological tests. The data show that 
the cost of maintaining a medical department for 
a year is less than the cost of one bad accident. 
The division of motor-vehicle drivers into categories 
makes it possible to set up fair standards for each. 
The details of the examination and the frequency 
of reexaminations depend on the applicant’s age, 
the history of past and more recent illnesses, and 
the category for which he wishes to qualify. A ref- 
erence list of hazardous conditions in drivers 
of motor-vehicles has been prepared on the basis of 
experience and is available for the guidance of 
physicians, industry, safety organizations, and licens- 
ing agencies. The comprehensive medical program 
enlists the cooperation of the family physician, and 
handicapped employees are grateful for safer jobs. 


portant etiological factor in accident production, we 
decided that the best method of reducing the acci- 
dents was to emphasize the selection of the operator, 
with particular stress on the medical and mental 
problems involved. In order to accomplish this, three 
major steps were taken: (1) the establishment of rigid 
preplacement examinations as part of an improved 
driver-selection program; (2) the institution of peri- 
odic medical examinations of operators; and (3) the 
creation of a comprehensive medical program for em- 
ployees. Details of our studies have been reported 
elsewhere.” 

The institution of an improved driver-selection 
program was one of the important factors in the re- 
duction of accidents in this company. Under this plan, 
the candidate for the position of bus operator is inter- 
viewed in great detail by the personnel department. 
His previous employment record is investigated. Po- 
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lice files and military medical records are requested. 
Military medical records are invaluable in determining 
the physical and emotional status of the applicant. 

The applicant is then required to take the Ameri- 
can Transit Association motorability tests,’ as well as 
a group of vision tests on the Keystone Telebinocular. 
He is also examined for glare resistance, peripheral 
vision, and color blindness. The candidate is then 
given a group of psvchological tests. In one study” 
Flamm and [| used the Thurstone temperament 
schedule,’ the Maslow securitv and insecurity tests,’ 
and the standard examinations for employees recom- 
mended by the American Transit Association.” 

It is our opinion that psychological testing can be 
an important tool in the selection of a vehicle opera- 
tor. It is our hope that simple, practical, and briet 
screening tests can be developed for use in industrial 
and licensing procedures. If the candidate passes the 
psychological tests, he is then referred to the physician, 
who takes a detailed medical history and performs 
mental and physical examinations. An x-ray of the 
chest, urinalysis, serologic tests. and electrocardi- 
ography are done. When the examinations are com- 
pleted and the military records received, the reports 
are studied by the medical director and the employ- 
ability of the candidate is determined. Friedman and 
1°** have established a list of minimal physical re- 
quirements for candidates and record the findings 
according to a profile system. 

The profile is based on a system used in World 
War II by the Air Force, It includes a physical and 
mental examination and is divided into six categories: 
physical defects or stamina, organic defects, hearing— 
ears, vision—eves, neuropsychiatric, and motorability. 
Each category is subdivided into four classifications, 
1 representing the highest and 4 the lowest grade in 
each category. A grade of 4 in any group disqualifies 
a candidate. 

Briefly, we reject any candidate who might present 
a disability that would suddenly incapacitate him 
and be the direct cause of an accident. However, we 
also disqualify candidates for conditions that may be 
indirectly incapacitating. For example, severe hemor- 
rhoids may cause a bus operator so much discomfort 
that his attention may be diverted and cause him to be 
involved in an accident. A candidate for the job of 
driving a commercial vehicle or truck who has tuber- 
culosis or a severe low back syndrome should not be 
qualified for the job if he is required to do heavy 
lifting. In industry a thorough knowledge ot job re- 
quirements is necessary in order to evaluate the 
candidate properly. Our experience has shown that 
usually 35% of the candidates fail to qualifv. When 
the candidate is finally accepted, he is put through a 
rigid training program with instructions on how to 
drive a bus and avoid accidents. He is brought back 
for retraining and medical examinations at periodic 
intervals. 

In addition to periodic examinations, whenever an 
employee is absent for more than 28 days because of 
illness or injury he must submit to a detailed medical 
examination to determine his ability to drive safely. 
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These periodic examinations have disclosed many 
illnesses, some temporarily and others permanently 
disqualifying. When possible the disabilities are cor- 
rected. If an emplovee is temporarily prevented from 
driving, an attempt is made to find other work for him. 

The development of a comprehensive medical pro- 
gram should include the study of absences due to 
illness. When a bus driver in our company is absent 
for more than five days due to illness, a staff physician 
is sent to his home to determine the cause ot his illness. 
There is no interference with the care of the family 
physician. Our purpose is to determine if the employee 
is suffering from an illness that would disqualify him 
as a driver, either temporarily or permanently. 

We receive reports from the family physician and 
cooperate with him in any way we can. The im- 
portance of this procedure can be determined trom 
a summary of the following case. 

A 48-year-old male who had been employed as a bus operator 
in Our Company was absent from work for six days. His physician 
certified that he had been suffering with a gastrointestinal upset 
and that he was able to return to regular work as a bus operator. 
The staff physician, however, obtained a story indicating that 
the patient had suffered a convulsive seizure. On this basis, we 
did not permit him to return to work but obtained a neurological 
consultation, including an electroencephalogram. These tests re- 
vealed evidence of a convulsive disorder associated with hyper- 
tensive encephalopathy. On the basis of these reports, we did 
not permit him to drive a bus and obtained other work for him. 
He has since had several seizures while at work. This employee 
has been most grateful that he was not permitted to drive and 
was given a safer job. 


Annual Rate of Accidents over Which Operator Has Control 
in Third Avenue Transit System 1946-1955 
1946 1947 198 1949 1950 1951 1952 1953 1954 1955 


Vebiele collision .. 5,270 5,244 4,088 3,211 2,867 2,629 2,157 1,898 2,326 2,315 
Thrown in 


car or bus....... 581 688 607 691 555 S587 550 508 650 601 
Struck by 

car or bus....... 386 273 247 186 181 122 113 186 118 + =« 149 
Intra-ecompany 

collisions ........ 9] 103 62 D4 27 29 13 18 3] 34 
Co eee 19 35 49 53 28 34 38 18 26 31 


6.377 6,343 5,058 4,195 3,608 3,401 2.871 2.568 3,146 3,130 


Results 


The comprehensive medical program we established 
resulted in (a) a reduction of accidents of over 50%, 
(b) a decrease in absenteeism as a result of improved 
emplovee health, and (c) substantial financial savings 
for our Company. 

The table shows the reduction in frequency of 
accidents under operator control. In 1946 there was 
a total of 6.377 accidents. This number was reduced 
to 3,608 in 1950, 2,568 in 1953, and 3,130 in 1955. We 
believe this reduction in accidents resulted from the 
detailed medical program, the profile classification, 
and the introduction of psychological testing. We 
found that an operator who passed a group of psycho- 
logical tests had a statistically significant better ac- 
cident record than a candidate who did not pass the 
tests. It is our opinion that the future development 
of a program of prevention of motor-vehicle accidents 
will depend on a_ better understanding of the 
psychological problems involved. 
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The economic results are of particular importance 
to industry, because of the substantial savings in 
money. Medical costs have been reduced since the 
medical department was reorganized in 1947. In 1946 
the total medical cost was $256,424.71. Since 1947 
the cost was greatly reduced until 1954, when it was 
$149,161.93. In 1955 the cost was $172,976.92. This 
substantial reduction was effected in spite of the in- 
creased medical fees, compensation costs, and_ sick 
benefits. These savings were accomplished by de- 
creased absenteeism as a result of employee health, 
reduction in compensation costs, and the reduction in 
accidents. 

There has been an additional financial saving from 
the reduction in accidents that cannot be accurately 
determined, but if one estimates that 50 persons may 
be hurt in each accident and if the settlement of 
each claim would be $500, then the reduction of 
3,000 accidents a year, as occurred in our company, 
could save over 1 million dollars a year. From our 
figures, it is obvious that the cost of maintaining a 
medical department is less than the cost of one severe 
accident. We feel that only a mentally and physically 
healthy individual should be allowed to drive a motor 
vehicle, since medical fitness is the keynote of acci- 
dent prevention. 


Recommendations of the Industrial Medical 
Association 


In 1954 the Industrial Medical Association 
established a committee on standards for vehicle driv- 
ers. The purpose of this committee was to create 
medical standards for drivers of all types of motor 
vehicles. This committee divided motor-vehicle driv- 
ers into three categories‘: (1) transportation vehicle 
operators (drivers of buses, trolleys, and taxis and 
railroad engineers ); (2) commercial vehicle operators 
(drivers of trucks or other vehicles that carry no 
passengers); and (3) private vehicle operators. 

Frequency of Examination.—It has been recom- 
mended that the frequency of examination be deter- 
mined as follows. Transportation vehicle operators 
should have preplacement examinations. It is recom- 
mended that, up to the age of 45, periodic physical 
examinations be performed annually, but they should 
be mandatory at least every two vears. After age 45, 
examinations should be required annually. Commer- 
cial vehicle operators should have preplacement exam- 
inations and periodic physical examinations at least 
every two years up to the age of 45 and annually 
thereafter. Private vehicle operators should have 
examinations prior to receiving a driver's license. Up 
to the age of 45, they should be examined every three 
years; after 45, every two years; and after 60, annually. 

It is further recommended that every driver in 
industry absent from work for more than 28 days, for 
illness or accident, be examined before returning to 
work, to be sure that he is not a hazard to himself or 
to the public. 

Type of Examination.—Details of the type of exam- 
ination are being reported elsewhere’; however, 
recommendations for performance are given below. 
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Examinations of commercial and transportation op- 
erators should be performed by a qualified physician, 
who should certify that he has performed the re- 
quired examination and that he has retained a copy 
of this examination, which he is willing to present to 
the proper authorities at any time. The examining 
physician should also certify as to the physical and 
mental ability of the candidate to perform the duties 
of the job applied for. This examination should include 
a detailed history and physical examination; psy- 
chological evaluation; visual tests (including Snellen, 
Telebinocular, or Orthorater, color blindness, periph- 
eral vision, depth perception, and glare resistance ); 
urine examination; chest x-ray; serologic tests; and 
electrocardiograms at age 45 and every five years 
thereafter. 

Examination of private operators should include a 
history and physical examination and urinalysis. A 
copy of the medical record should be sent to the 
state motor-vehicle bureau for detailed examination 
by qualified persons. This report should be a required 
factor in the acceptance or rejection of a candidate for 
a driver's license by the motor-vehicle bureau. 

The committee has prepared a reference list of con- 
ditions that may be nonacceptable for drivers to guide 
physicians, industry, safety organizations, and govern- 
mental licensing agencies in determining the qualifi- 
cations of motor-vehicle operators. 

116 W. 32nd St. (1). 


Dr. Gerald J. Friedman and many other associates of the Third 
Avenue Transit System assisted in accomplishing these results. 
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The title of this presentation, emphasizing as it 
does the preventive medical aspects of automobile 
crash injuries, focuses attention at once on the medi- 
cal requirements for the licensing of motor-vehicle 
drivers. If the philosophy of prevention is to be ap- 
plied to the medical aspects of the automotive acci- 
dent problem, then the place to apply it is at the 
point where individuals receive licenses permitting 
them to drive. Our basic problem here is the sorting 
out of those individuals who will constitute a hazard 
to themselves and others on the highway because of 
some medical condition that an adequate screening 
or testing system could detect. 

Since the prevention of motor-vehicle accidents is 
of international concern, the United Nations for the 
past several vears has been interested in this prob- 
lem, and an approach to it has been made by its 
expert advisory panel on highway accidents and safety. 
I think that we might take some pride in the fact that 
this panel was established by the United Nations at 
the request of the United States representatives to 
that organization. To facilitate its work, the panel 
divided the problem into three parts: first, safety in 
highway construction; second, safety in automotive 
design; and third, medical requirements for the licens- 
ing of motor-vehicle drivers. The World Health Or- 
ganization, being the health arm of the United Na- 
tions, was asked to call together the expert medical 
consultant group. Since | have had the pleasure of 
working with this group, | would like to tell you what 
it has accomplished thus far with respect to the medi- 
cal aspects of the problem. 

The initial meeting of this medical consultant group 
was held in Geneva last summer. Although we recog- 
nized that much additional information was needed 
to enable us to make valid decisions, we felt it im- 
perative to develop a starting basis. 


Standards for Licensure 


We first established that a distinction should be 
made between those who apply for permits to drive 
heavy motor vehicles and those who plan to drive 
only light ones and that, in the interests of public 
safety, the medical requirements should be much 
more stringent tor permits to drive heavy motor ve- 
hicles. A complete medical examination by qualified 
medical practitioners should be required of all appli- 
cants in this category. 


From the Office of the Surgeon General, Department of 
Health, Education, and Welfare, Public Health Service. Dr. Mil- 
ler is now Director of the Institute of Industrial Health, Univer- 
sity of Michigan, Ann Arbor. 
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PREVENTIVE MEDICAL ASPECTS OF AUTOMOBILE 
CRASH INJURIES AND DEATHS 
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* The place to apply the philosophy of prevention 
concerning automobile accidents is at the point 
where individuals receive licenses permitting them 
to drive. A medical condition, be it physical or 
mental, that can cause a driver to be a poor risk 
should be detected by adequate screening and 
testing. Thus may we solve the basic problem of 
sorting out those individuals who will constitute a 
hazard to themselves and others, while on the 
highways. 


We next considered the scope of the medical ex- 
umination, practical test, or declaration of health to 
be required in relation to driving both heavy and 
light motor vehicles and recommended (a) that driv- 
ers of heavy motor vehicles should be medically ex- 
amined before a license is issued and, furthermore, 
should be reexamined every three years after age 40, 
annually after age 60, and after serious illnesses or 
accidents; and (b) that drivers of light motor vehicles, 
before a license is issued or renewed, should be re- ’ 
quired to make a declaration of physical and mental 
health, including good eyesight and hearing. For 
countries with driving examiners, we suggested cer- 
tain practical tests to be carried out by the examiners 
at the time the applicant appears. Incidentally, I was 
surprised to learn that some countries still do not re- 
quire a permit to drive a motor vehicle. 

All Vehicles.—We also considered the medical con- 
ditions that should constitute a barrier to the issuance 
of a license to drive any motor vehicle, since we felt 
that there were a vast number of physical and mental 
conditions sufficiently incapacitating to interfere with 
safe driving. After considerable debate, we arrived 
at the following list of conditions: (1) total visual acu- 
ity of less than 0.8 (20/25 in American terminology) 
for both eyes together, with glasses if necessary; (2) 
significant reduction or anomaly of visual field; (3) 
diplopia; (4) marked reduction of hearing; (5) vertigo 
of any form; (6) bradycardia (pulse rate below 40 per - 
minute) or any cardiac condition that causes sudden 
loss of consciousness; (7) malignant hypertension; (8) 
severe myxedema; (9) adrenal cortical hypofunction 
(Addison's disease); (10) diabetes insipidus; (11) epil- 
epsy of any form; (12) senile dementia; (13) severe 
encephalitis; (14) established psychosis or low-grade 
mental defectiveness; (15) loss of muscular coordina- 
tion due to brain or spinal cord diseases; (16) severe 
anemia or a blood disease that causes sudden loss of 
consciousness; (17) febrile stage of infectious diseases; 

(18) chronic alcoholism; (19) drug addiction (narcotics, 
barbiturates); (20) habitual use of drugs of certain 
types, such as antihistamines, stimulants for prevention 
ot sleep, and hypotensive agents; and (21) deformities 
and disabilities of limbs. 
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Applicants fer driving permits who have lost one 
or more limbs constitute a special problem. Many can 
drive safely, although some will require special equip- 
ment on the vehicle. Each such person should be 
medically evaluated by a physician and be certified 
as fit to drive before a license is issued. 

Heavy Vehicles.—\In addition, the following condi- 
tions are the more important ones that should con- 
stitute a barrier to the issuance of a license to drive a 
heavy motor vehicle: (1) visual acuity of less than 
16-17/10, both eves together. with glasses, if neces- 
sarv; (2) cardiac failure; (3) significant cardiac en- 
largement; (4) significant valvular heart disease; (5) 
auricular fibrillation or flutter; (6) blood pressure 
persistently over 200 mm. Hg systolic and/or over 
100 mm. Hg diastolic; (7) coronary artery disease or 
anginal svndrome; (8) thyrotoxicosis; (9) diabetes; (10) 
tabes dorsalis; (11) dementia paralvtica; (12) leuko- 
tomy or lobotomy; (13) myasthenia gravis; (14) hemi- 
plegia and other significant paralvsis; (15) definite 
psvchosis, past or present; (16) mental defectiveness; 
(17) established psvchoneurosis or neurosis; (18) leu- 
kemia or significant blood dyscrasias; (19) recent or 
active pulmonary tuberculosis; (20) severe chronic 
bronchitis; (21) bronchiectasis: (22) active peptic ul- 
cer; and (23) hernia, large or irreducible. As more 
experience is gained this list will, of course, be ex- 
panded and perhaps modified. It represents only a 
beginning in the establishment of medical require- 
ments, 

Examination of Applicants.—A document entitled 
“Guiding Principles in the Medical Examination of 
Applicants for Motor Vehicle Driving Permits” was 
produced as a guide for qualified physicians in mak- 
ing such medical examinations. While the medical 
standards prescribed for motor-vehicle drivers vary 
and no doubt always will vary considerably between 
different countries, it was hoped that the general in- 
formation assembled in the document would be of 
use to physicians everywhere. Examining physicians 
will, of course, need to meet the specific requirements 
of the licensing authorities in each country. Drivers 
of light vehicles and private cars are not usually 
medically examined at the request of licensing au- 
thorities; nevertheless, these drivers sooner or later 
usually come under the care of the private medical 
practitioner, who may make good use of this guide 
in advising his patients regarding their ability to 
drive a motor vehicle safely. 

A method of examination is outlined in some detail 
to assist the examining physician in ascertaining an 
individual’s ability to drive a motor vehicle. It is 
pointed out that as a general rule the medical assess- 
ment should be based on the following criteria: 1. Is 
the applicant physically and mentally able to manipu- 
late the controls and maintain such work for long 
periods? 2. Has the applicant a sate standard of vision 
and hearing? 3. Is there any risk of sudden loss of 
consciousness while driving? 4. Is there a likelihood 
of severe fatigue toward the end of the day with con- 
sequent increased danger of accident? 
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If the answer to these four questions is satisfactory, 
the applicant may safely be permitted to drive. How- 
ever, if a chronic or progressive disabling disease is 
present, the individual should be kept under regular 
observation or only a limited driving permit recom- 
mended where such permits are provided. 

The methods of examining the various body organs 
and systems are discussed in some detail under the 
headings Eyesight Testing and Standards, Ear Con- 
ditions, General Physique, Cardiovascular Conditions, 
Disorders of the Endocrine System, Disorders of the 
Nervous System, Diseases of the Blood, Diseases of 
the Gastro-Intestinal System, and Diseases of the 
Genito-Urinary System. Of course, numerous other 
facets of the problem are discussed in some detail 
under such headings as Infectious Diseases, Alcohol 
and Drugs, and Psychology of Driving and Psycho- 
Physical Aptitude Tests. Finally, an outline scheme 
for the routine medical examination of drivers is 
suggested. 

With regard to the previously mentioned practical 
tests to be carried out by driving examiners, we felt 
that a driving examiner is not qualified to give either 
a medical examination or a medical opinion on the 
applicant's suitability for driving. However, the driv- 
ing examiner is in position to observe, without actual 
examination, some types of physical, mental, visual, 
or auditory disability, and in these cases a medical 
examination should be required. 

All applicants should have their visual acuity tested 
by the nonmedical examiner with use of the Snellen 
or a similar chart. A total visual acuity of at least 0.8 
(20/25) for both eves together, with glasses if neces- 
sary, should be required. Those who fail the test 
should be referred to an opthalmologist for examina- 
tion. All one-eyed applicants, all applicants with an 
apparent eyesight defect, and those in whom the 
vision in one eye is less than 0.1 (20/200) with glasses 
should be referred to an opthalmologist for examina- 
tion. We did not feel it was necessary to carry out a 
test for color vision. 


Comment 


The public should be educated to think of driving 
as a privilege, not an inherent right, as it is regarded 
today. The public also should be conditioned to ac- 
cept more stringent qualifications for driving motor 
vehicles, such as those now accepted for flying a 
plane or carrying a gun or for the practice of medi- 
cine or the practice of law. 

The finding of poor-risk drivers, so that they can 
be removed from the road before they kill people, 
is a major need. Here we need research on the psy- 
chometric examination and evaluation of the emo- 
tionally unstable and other persons unfit to drive. We 
need a sound basis for the medical screening of these 
people. The future of safe driving both in this country 
and abroad will be determined in large measure by 
our ability to sort out medically the unfit and to adopt 
sound, effective qualifications for the issuance of a 
driver's license. 

1630 University Hospital, Ann Arbor, Mich. 
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NEUROLOGICAL AND NEUROSURGICAL ASPECTS OF TRAFFIC ACCIDENTS 


Harold Elliott, M.D., Montreal, Canada 


It might be said that death and injury due to traffic 
accidents is one of the most urgent neurosurgical 
problems of the present day in North America (fig. 1) 
and that the classification of neurological standards for 
safe drivers is one of our most urgent neurological 
problems. As is seen in figure 2, heart disease and 
cancer lead in all causes of death, with traffic accidents 
ranking third; yet in young people who are physically 
fit before the accident, with years of life ahead, traffic 
accidents are the greatest and the most serious of the 
three great killers. Thus, from incidence alone, it is 
our greatest challenge. The awfulness of this problem 
to a practicing neurosurgeon is as challenging as 
elucidation of the function of the nervous system 
itself. 


Historical Review of Neurosurgical Approach to 
Head Injuries 


The sense of emergency associated with any serious 
head injury has, from the time of Harvey Cushing 
onward, demanded increased knowledge of the patho- 
logical processes involved. This has been the direction 
of the neurosurgical attack during the first half of this 
century. In two world wars, over the past 50 vears, 
this challenge has been met with a great saving of life. 

In 1940 Sir Hugh Cairns drew attention to the im- 
portance of head injury in motorcycle accidents 
through a study of “crashed” helmets. We may see the 
effect of his recommendations in Great Britain today. 
G. Alexander of Bristol has remarked that fewer mo- 
torcycle head injuries on the week end are being seen 
in his regional neurosurgical unit, and this, he feels, 
is due to the increasing use of crash helmets. It is all- 
important now to extend a similar study to all types 
of trathic accidents. 


Review of Injuries from Epidemiologic Aspect 


The following review of patients with traffic-acci- 
dent injuries admitted to the neurosurgical services of 
the Montreal General Hospital and the Queen Mary 
Veterans Hospital during the past 18 months repre- 
sents an average cross section of neurosurgical prac- 
tice in a civilian hospital as well as in a military 
service institution. The neurological and neurosurgical 
technical aspects of these cases are so manifold that 
| have not attempted to emphasize them. These de- 
tails are covered in the standard textbooks, supple- 
mented by current neurosurgical journals. I have 
attempted to approach this study from the epidemio- 
logic aspect. 

Two recommendations come out of this review: 
First, emergency care and evacuation of neurosurgical 
casualties must be improved. At this stage of the “cold 


From the Department of Neurology and Neurosurgery, Mon- 
treal General Hospital and the Queen Mary Veterans Hospital, 
McGill University. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 
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* The neurosurgeon is concerned with traffic acci- 
dents because from 30 to 70% of the fatalities are 
attributed to head injuries. Protection of the head 
and neck is therefore important in prevention of 
injuries, but promptness and care are also necessary 
in giving first aid and in transporting the injured. 
There is evidence that morphine‘ has been misused 
at the scene of the accident and that subsequent 
diagnoses are too often mistaken. The epidemiology 
of accidents needs continued study so that death 
traps can be eliminated and environmental sources 
of confusion can be recognized. Some patients have 
been the victims not so much of accidents as of will- 
ful manslaughter. Psychiatric and neurological tests 
for drivers might be revealing. There must be enough 
genius in the medical, legal, and engineering pro- 
fessions to control this nationwide disease. 


war, with the threat of nuclear weapons, the evacua- 
tion of casualties and the over-all organization for 
catastrophe, with the role that neurosurgeons must 
play, is a most important subject for further thought 
and action. Committees of neurosurgical societies, I 
am certain, have this in mind. 

Second, epidemiologic studies in the traffic-acci- 
dent field are urgently needed. Faults in any part of 
this field result in injury and death (fig. 3). The pro- 
ceedings of the Montreal Conference on Medical As- 
pects of Traffic Accidents, in May, 1955 (Sun Life 
Assurance Company, Montreal, Canada) indicated that 
traffic-accident research in medical schools deserves 
priority. A foundation to finance this study is now be- 
ing started in Canada. The charter for this foundation 
is being prepared by the Canadian Bar Association 
and indicates joint action between the legal and med- 
ical professions. 


Head Injuries 


Incidence.—According to some estimates (Row- 
botham, Great Britain), 70% of those who die as the 
result of traffic accidents do so from the head injury 
received. Other statistical estimates are lower than 
that, particularly those from Cornell. According to the 
Dominion Bureau of Statistics, head fracture is the 
cause of death in 36% of those killed in collisions; in 
31% of those killed as the result of the vehicle’s over- 
turning or running off the road; and in 39% of pedes- 
trians killed. Kegardless of the difference in figures, 
death from head injury in a traffic accident is very 
frequent. 

Mechanism of Injury.—The deaths that occurred in 
my series were due to unexplained acute cerebral 
edema or respiratory complications in patients who 
were deeply unconscious. It is not known how many 
others from these same accidents died at the scene of 
the accident or in transit, nor can one visualize the 
forces involved in the production of these cerebral 
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lesions. More cooperation is needed between the road 
police and hospital staffs in making these data avail- 
able. 

How the “dummy’s” head is injured, when the 
dummy is placed inside an automobile, is shown in 
Dve’s classic, high-speed movie studies. These experi- 
ments have shown graphically the space through 
which the dummy travels; the point of impact of the 
head on the dashboard, or windshield; or the path of 
a child, flying forward from the back seat. These mo- 
tion pictures are completely convincing about the 
value of safety belts. However, many other details 
are required before our knowledge is complete. Like- 
wise, more information is needed about pedestrian 
injuries: what patterns are common to them and how 
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and engineering professions to control this nationwide 
disease in the same way that the atomic bomb, pro- 
duced for the destruction of humanity, is now being 


harnessed for human uses. It is merely a matter of 
teamwork. 
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Fig. 1.—Tratfic-accident death rates in England and Wales, 
United States, and Canada per 100,000 population, Sources: 
Vital Statistics Section, Dominion Bureau of Statistics; World 
Health Organization; Registrar General of England and Wales; 
National Safety Council of the United States; United Nations 
Statistical Office; and Registrar General of Scotland. 


DeHaven and Moore have emphasized the fre- 
quency of accidents in which the patient is thrown 
out of the automobile. Fortunately these studies have 
helped to convince two major automobile companies, 
Chrysler and Ford, to adapt “the packaging principle,” 
as a safety feature in modern machines. If automobile 
companies can be considered as collections of en- 
gineers, these companies deserve great praise for their 
humanitarian cooperation with the medical profession 
and for their realistic approach to the solution of 
problems such as head injury in the average crash. 
Certainly there is enough genius in the medical, legal, 
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Multiplicity of Injury.—The records from the Mont- 
real General Hospital contain many examples of 
multiple injuries in one patient. One patient, aged 32, 
suffered head injury, fracture of the right parietal 
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bones, cerebral contusion, spinal cord contusion, frac- 
ture of the ninth rib on the left, and pneumothorax. 
This is not an infrequent type of case. Medical care 
of these patients demands the attention of a combined 
medical-surgical team. This patient made a very satis- 
factory recovery, but, during the period of rehabilita- 
tion, the husband of the patient decided she was no 
longer a good risk and sued for a divorce. Perhaps 
psychiatric studies and tests of his qualifications as a 
driver might have been revealing. 

My colleagues on the traumatic service, as the re- 
sult of their experiences in the accident room, have 
wondered if many of these patients should be con- 
sidered not as victims of traffic accidents but rather 
as victims of willful manslaughter. Only detailed 
scientific studies will give us the answer. Committees 
of the Canadian Medical Association, working on 
records of the office of the attorney general in Alberta 
and New Brunswick, have been accumulating perti- 
nent information on this aspect. 

Variability of Injury in One Accident.—Variabilitv 
of injury in an accident naturally depends on the path 
pursued by the occupants of the vehicle after the mo- 
ment of impact, as shown in the following description 
of an accident involving four people. 

A young doctor, his wife, and two children were injured at a 
level railroad crossing. There was only a wigwag signal, but no 
restraining bars, at this intersection. A freight train had just 
passed by in one direction, and, as the roadway was clear, the 
doctor started to cross. An express train, traveling at top speed 
in the opposite direction, struck his automobile, hurling it for- 
ward along the tracks. Miraculously, no one was killed. One child 
received a serious cerebral contusion. The mother had a bilateral 
fracture of the mastoid, with cerebral contusion and cerebellar 
signs. The second child had a mild laceration of the scalp over 
the vertex, with mild cerebral concussion. Fortunately, the father 
was much less severely injured. There are important epidemio- 
logic factors involved here. 

Community Death Traps.—The numerous “booby” 
traps in one’s community are not revealed until an 
opportunity for reviewing ones experience presents 
itself. My records, collected during the past 1S months. 
represent accidents from various corners of the coun- 
tryside and graphically reveal the large number of 
death traps that haunt the area studied. McCarten of 
Alberta was impressed with this feature in his study. 
Perhaps this finding is also true of your community. 
The traps are reminiscent of the typhoid-producing 
milk factories and polluted water that spread typhoid 
and other epidemic diseases 75 years ago. 

It is my impression that accidents at railway cross- 
ings are too common in the Montreal area. The rail- 
way companies or the governmental bodies concerned 
seem much too callous about these accidents or igno- 
rant of their occurrence. | cannot believe that their 
attitude is that Canadians are less expensive than 
protective devices. Although there are only some 15 
million Canadians and although we are supposed to 
own the country, the question comes up as to how 
much each of us is worth. Are we of equal value to 
an underpass? The railways argue that the fault lies 
with the pedestrian or the driver who does not take 
safety precautions. 
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In England, however, a member of Parliament was 
killed when he cut the ribbon allowing the first train 
over the Manchester-Liverpool railway. This was one 
of the first deaths of the machine age. There was such 
a hue and cry in Parliament that strict legislation was 
brought about concerning such hazards as level cross- 
ings on railways. To my knowledge no such policy 
exists in Canada. 

I] often wonder why the various political parties do 
not use death and injury as a means for criticizing 
the government in power. Certainly in Montreal there 
is justification for this type of attack, as judged by 
study of accident injuries during the past 18 months. 


First Aid and Ambulance Transportation 


It is safe to say that many people die because of 
inadequate first aid at the scene of the accident, or 
because of improper transportation to a hospital. Cer- 
tainly our civilian casualty clearing and evacuation 
medical services are not as good as they were at the 
fighting fronts during World War Il. There, our med- 
ical superiority in returning fighting soldiers to the 
front line played no little part in the eventual victory. 
In neurological cases, first aid and proper transporta- 
tion are invaluable. 

Teaching of first aid can be greatly improved in our 
medical schools. Civilian first aid and ambulance 
services could be a continual test of our civil defense 
organization. Any studies along this line are worth- 
while. 


Hospital Admission Data and Further Studies 


Accident data in most of our cases were insufficient. 
There was no liaison with the police such as Moore 
has developed in the Cornell study. From the epidem- 
iologic viewpoint and from the medicolegal viewpoint, 
crash data are of the utmost importance to the medical 
staff in the hospital. 


Extent of Alcohol Intoxication.—Alcohol odor on 
the breath of a patient was found in a fair proportion 
of our cases; however, routine blood alcohol studies 
were not done. (Dr. Bedard, physician to the police 
force in Quebec, has stated that most accidents in 
which the driver has been drinking are due to con- 
sumption of minor quantities of alcohol and that con- 
sumers of large amounts become incapable of driving.) 
The significance of intoxication as a cause of the acci- 
dent and the importance of the level of alcohol in the 
blood in relation to the degree of unconsciousness are 
exemplified in the following case report. 

One patient with a fractured odontoid process as the result of 
a traffic accident was presumed to be “dead drunk.” During one 
whole evening repeated neurological examinations were done to 
evaluate this point. Further x-ray studies made the following 
morning, however, disclosed an obvious fracture of the odontoid. 
He was transferred to the neurosurgical service under traction. 

Another patient with diabetes and hemochromatosis, who took 
insulin daily, became intoxicated with alcohol and not only 
wrecked his company’s car but seriously damaged several other 
automobiles. 


Studies of Drug Usage.—Other drugs also confuse 
the picture. Contrary to medical teaching, morphine 
still is administered at the scene of the accident to the 
patient with head injury. Many patients still arrive at 
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the hospital with constricted pupils and profoundly 
unconscious. There is still great ignorance about the 
significance of a dilated pupil in an unconscious pa- 
tient. Such mistakes by the first-aid people were fre- 
quently met in our series. 

Other Necessary Studies.—Base-line studies in addi- 
tion to a complete neurological review and _ stereo- 
scopic x-rays of the skull in several planes have 
proved to be of great value. Mistakes in diagnosis 
occur too often when these are not done. Much can 
be done to improve traumatic services. It would be 
interesting to compare the death rate in hospitals that 
have a blood bank and a full-time senior casualty 
officer with hospitals that do not have these facilities 
(Moore). 

Additional Considerations.—In the group of seriously 
ill patients with head injuries, without localizing 
signs but showing profound unconsciousness, trache- 
otomy was a lifesaving measure. It should be used 
more often. Also, the frequency of pulmonary com- 
plications in unconscious patients cannot be overem- 
phasized. Our review of cases has shown the value 
of examination of all unconscious patients with head 
injuries by some physician with special knowledge of 
respiratory physiology. The great value of croup tents, 
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with use of moist oxygen in addition to continued 
suction, is sometimes forgotten in hospital services 
where few patients with head injuries are seen each 
vear. 

A tew of our patients died of micrococcic (staphylo- 
coccic) pneumonia. In retrospect, a few of these deaths 
might have been prevented by adoption of isolation 
technique throughout the hospital for all micrococcic 
infections (even the most trivial boils) as one does for 
tuberculosis. Also, in patients with epileptic seizures, 
without other focal neurological signs and without 
evidence of an expanding lesion, care must be taken 
on admission to establish control of these attacks. 


Comment 


It is my hope that the American Medical Associa- 
tion together with the Canadian Medical Association 
will continue the work started at this meeting. Per- 
haps there is a scientific solution to the alarming death 
and injury rate from traffic accidents on this continent. 
No one can say nay until we try. 

4565 Queen Mary Rd. 

Dr. J. G. Stratford, Assistant Professor of Neurosurgery, Uni- 


versity of Saskatoon, made many of the pertinent record com- 
ments during his stay on these services. 


SURGICAL ASPECTS 


OF DRIVER LICENSURE 


Frank H. Mayfield, M.D., Cincinnati 


The surgeon is intimately familiar with the tragic 
problem of trauma occurring on the highway, tor the 
dead, dying, and crippled are brought to the admit- 
ting wards for his aid. The surgeon, through the 
American College of Surgeons, long ago assumed his 
proper responsibility in the transportation, care, and 
rehabilitation of the injured. Approximately two years 
ago, the American College of Surgeons decided also to 
apply its efforts in the field of injurv prevention, for 
the only satisfactory treatment of injuries is preven- 
tion. It was felt that the College of Surgeons could 
bring its influence most effectively to bear by persuad- 
ing the manufacturers of automobiles to build safer 
vehicles, to install devices that would cushion the 
blow at the time of impact, and to install satety de- 
vices in the form of restraining harnesses that would 
enable the passenger, in effect, to wear his automobile 
like a suit of armor or like the turtle wears his shell. 

As one means of persuading the manufacturers to 
install safety features in vehicles, it was felt that the 
public must be educated to demand these devices and 
to use them when they were available. This assign- 
ment was delegated to the committee on trauma of 
the College of Surgeons and in turn to a subcommittee 
on crash injury prevention. | have the privileged re- 
sponsibility of serving as chairman of that subcom- 
mittee. 


Professor of Neurosurgery, University of Cincinnati College of 
Medicine. 

Read in the Panel on Medical Aspects of Crash Injuries before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 15, 1956. 


* The problem most frequently confronting the 
neurosurgeon in connection with the licensing of 
automobile drivers is that of the epileptic. Perhaps 
5% of the driving public is subject to convulsive dis- 
orders. Some persons so afflicted can drive safely; 
others cannot. Inadequate laws result in injustices 
to both groups. A required physical examination for 
new drivers or periodic examination of licensed 
drivers could be an important factor in reducing the 
frequency of accidents on the highways. The physi- 
cian who knows that a given patient is subject to a 
convulsive disorder faces a moral dilemma. 


As each additional motor vehicle leaves the assem- 
bly line, the space on the highway between it and 
other cars is narrowed, and it seems inevitable that 
crashes will occur. Hence, the efforts of the College 
of Surgeons have been directed toward proper pack- 
aging of the passenger in the vehicle. Today, however, 
we are concerned with the prevention of the crash 
rather than prevention of the injury, and our special 
concern is to be with the physical fitness of the driver 
of the vehicle. The surgeons of the United States now 
join with other physicians, in particular with Dr. 
Fletcher Woodward of the American Medical Asso- 
ciation’s Committee on Highway Safety and with all 
other organizations interested in safety, in the attack 
upon this phase of the problem. 

There are no specific surgical aspects of driver 
licensure, particularly in reference to repeat offenders, 
yet physical fitness from the standpoints of vision, 
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reaction time, retention of consciousness, alcoholism, 
and excessive fatigue bears seriously on the problem 
of highway safety. These problems are the responsi- 
bility of all physicians, not just surgeons. One won- 
ders how the information gained from physical ex- 
aminations can best be applied to the driver with a 
physical disability. The problem with which I, as a 
neurosurgeon, am most frequently confronted is that 
of the epileptic, and perhaps I can draw upon my 
experience with this condition in order to comment 
upon the general problem. 

Perhaps 5% of the public is subject to convulsive 
disorders. In many such persons, however, the dis- 
orders are well controlled, and they are, in my opinion, 
safe as drivers of motor vehicles. The disorders of 
others are not amenable to medical control, or the 
persons will not submit themselves to examination and 
efforts at control. These are unsafe drivers. Recently 
in Cincinnati the driver of a public bus became aware 
of impending loss of consciousness that was preceded 
by disturbance of the sense of smell. He thought this 
disturbance of the sense of smell resulted from noxious 
fumes from a passing motor vehicle. Fortunately, he 
was able to stop the bus before he had a generalized 
convulsion. His employer refused to let him drive the 
vehicle again, and the driver brought suit. It was ob- 
vious that the man had had a convulsive seizure and 
that he had concealed the fact that it was the result 
of an organic and progressive disease. Fortunately, 
the courts upheld the company in denying him the 
right to drive. Five months later he was operated on 
for the removal of a brain tumor. At this time it was 
brought out that the patient had had previous attacks 
of unconsciousness for which he had sought medical 
aid, but this fact had not been available to the em- 
ployer. 

I would like to contrast this case with that of a 
young lady, now employed as a medical technician, 
who at the age of 8 years had her first convulsion that 
proved to be the result of a vascular anomaly of the 
brain. She was totally without symptoms between at- 
tacks. She had been examined from time to time by 
different physicians, but she had not followed the 
advice of any physician with any regularity. At the 
age of 16 years, she applied for a driver's license, 
then, for the first time, the history of her seizures be- 
came a matter of public record, and her application 
was rejected. She sought medical aid, and again she 
was given anticonvulsive medication; she has now 
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gone two and a half years without a seizure. All clin- 
ical and laboratory evidence indicates that her condi- 
tion is well under control. It has been recommended 
to the commissioner of motor vehicles in Ohio that 
this young lady be authorized to take the driver's 
examination, and it is my understanding that a license 
will be granted. 

These two examples emphasize what I believe to be 
most important in connection with driver examination 
and licensure, namely, the information available in 
the records of physicians. At the present time these 
records are privileged communications. These records 
do not, as a rule, become available to the police or to 
the commissioner of motor vehicles until after a per- 
son has lost his license for some other cause. This 
practice emanates in part from the rather unreason- 
able, and indeed archaic, laws governing the indi- 
vidual with epilepsy. Dean Roscoe Barrows, of the 
law school of the University of Cincinnati, and Dr. 
Howard Fabing. an eminent neurologist in Cincinnati, 
are now engaged in a campaign that they hope will 
lead to modification of these laws. The unfortunate 
individual who is subject to convulsive seizures but 
who, when his condition is under control, is safe as a 
driver would then be allowed to drive. Such changes 
would, at the same time, make it possible for the data 
already on record to be available to the licensing 
authorities. To the extent that such a campaign is suc- 
cesstul, physical examinations for driver licensure 
could be an important factor in controlling the pres- 
ent accident rate on our highways. A required ex- 
amination for new drivers or a periodic examination 
of licensed drivers would decrease the number of ac- 
cidents but, in my opinion, to a relatively small degree. 
On the other hand, the records of illnesses that exist 
on the individual patient in some doctor’s office might, 
if made available to the licensing authorities, bring 
to light a great majority of the persons who are the 
potentially unsafe drivers. At the present time, the 
physician's lips are sealed by the privileged nature of 
the records except with the patient's consent. The 
doctor is willing to do his duty in this respect, but it 
is not clear to him where his primary duty lies. Does 
the oath of Hippocrates, which requires that a phy- 
sician keep in confidence what he learns about an in- 
dividual patient in the care of his disease, outweigh 
the physician’s responsibility to the community in 
keeping unsafe drivers off the streets? 

506 Oak St. (19). 


Pulmonary Amebiasis.—Clinically lung amoebiasis may be encountered in the following forms: 
1. From perforation of an associated liver abscess across the diaphragmatic barrier. This is the 
most common variety. 2, From lymphatic spread across the diaphragm in which this organ 
remains intact, albeit raised and immobile. There is consolidation and possible consequent 
necrosis of lung tissue in the lobes of the right side. 3. From systematic venous dissemination 
causing wide-spread “cotton wool” patches of bronchopneumonia and scattered over both lung 
fields. The condition is probably associated with massive infection dose e.g. a polluted water 
supply. 4. The solitary abscess without other amoebic manifestations elsewhere in other 
organs. The therapeutic test provides the only questionable evidence for its etiology. The 
combined treatment of aureomycin, emetine and chloroquine affords the speediest cure so far 
achieved in the treatment of lung and liver amoebiasis.—H. A. Zaki, M.D., Ch.B., M.R.C.P., 
Pulmonary Amoebiasis, Diseases of the Chest, November, 1956. 
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I am indeed happy to participate in this panel on 
the control of motor-vehicle accidents. It seems clear 
from what has been said here today that there are a 
number of things that can—and should—be done to 
promote better highway safety. We have heard several 
challenging new ideas and promising avenues of ap- 
proach. In summarizing these ideas, I should like to 
reemphasize the theme of this session—the contribu- 
tions that medicine and public health can make toward 
reducing the enormous toll of injuries and deaths on 
the nation’s highways. 

The material the panelists presented is a sharp re- 
minder that motor-vehicle accidents represent a health 
problem of tremendous size and significance. I would 
remind you again of these facts, which cannot be re- 
peated too often. In the United States, accidents are 
the fourth leading cause of death and highway acci- 
dents cause over 40% of all accidental deaths. In 1955, 
there were 38,000 such deaths and more than a million 
and a quarter additional disabling injuries. The cost 
of these accidents was estimated at a staggering 4.4 
billion dollars. 

These facts are a call to action on the part of the 
medical profession and otf the nation’s health agencies 
as insistent as the spread of an epidemic disease. Like 
the spread of uncontrolled disease, highway accidents 
call for the mobilization of all the skills, resources, 
and techniques of the medical and health professions. 
For, despite all that is being done today to increase 
safety on the highways, this will only be limited in 
effectiveness unless we take up the challenge. 

The panel members have underlined the fact that 
motor-vehicle accidents frequently do not have a 
single cause. Because of this multiple causation, at- 
tempts at control must also be many-sided. Essentially, 
the driving situation involves the driver, the vehicle 
he operates, and the road, or setting. Carrying the 
disease analogy further, some investigators have 
labeled the driver as the “host,” the vehicle as the 
“agent, and the road as the environment. It is often 
the interaction of these three elements that produces 
either highway safety or highway accidents. Our 
major concern here is with the element about which 
we know least—the host or the human factor in acci- 
dent causation. 

Within recent years, considerable work has been 
done on highway engineering. Many roads have been 
widened, paving has been improved, sharp curves 
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SUMMARY OF MEDICAL ASPECTS OF AUTOMOBILE 
CRASH INJURIES AND DEATHS 


Leonard A. Scheele, M.D., Washington, D. C. 


* Motor-vehicle accidents represent a health prob- 
lem of tremendous significance. They demand atten- 
tion as insistently as any epidemic disease. They 
represent the interaction of the driver, the vehicle, 
and the road as host, agent, and environment re- 
spectively. The driver requires study just as do the 
other two elements, and the licensing of drivers calls 
for a more extensive medical evaluation than is now 
provided. A cooperative effort is necessary in which 
manufacturers, traffic engineers, law-enforcing agen- 
cies, and the medical profession will concentrate on 
the solution of this urgent problem. 


have been reduced, grades have been leveled, and 
other hazards have been eliminated or minimized. 
However, much more remains to be done. Safety in 
automobile construction and design has also come in 
for increasing attention. The automotive industry, 
conscious of its responsibility for safety on the road, 
has introduced many wonderful safety devices in the 
1956 models. For this, it deserves high praise. Research 
designed to improve the vehicle itself must continue 
and be expanded, and ultimately every car on the road 
must have all of the useful safety features and de- 
vices available. 

Our knowledge is very scanty, however, with re- 
spect to the quality of driving itself, the chief cause 
of most highway accidents today. We know too little 
about the physical characteristics of drivers—their 
health status, their freedom from disease, their ability 
to hear and see and react promptly in an emergency— 
and the relationship of these to driving competence. 

Several panel members have mentioned the need 
for a reorientation in our thinking about the responsi- 
bilities of the person behind the wheel of a vehicle 
that, improperly handled, can cause death and de- 
struction. We sometimes lose sight of the fact that 
driving an automobile calls for considerable skill, 
proper emotional balance, quick judgment, and keen 
coordination. A report of the highway safety research 
committee of the National Research Council states 
that “it seems probable that more continuous attention 
from moment to moment is required of the motor 
vehicle driver than of the operator in any other type 
of transportation including the airplane.” 

It is obvious how the driver is affected by alcohol, 
by drugs, by fatigue, by mental depression, and by 
distractions of various kinds. But what about the 
health and the skill of the “normal” driver—his ability 
to do a number of complex and coordinated tasks and 
to react within split seconds in the face of an emer- 
gency? Several speakers here have suggested that the 
licensing of drivers calls for a more extensive medical 
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evaluation than is now given of these and other fac- 
tors. They have pointed to the need for more rigid 
physical testing at license-renewal times. Serious study 
should be made of the health status of drivers and 
especially of the problem of the poor-risk driver and 
the accident repeater, the people who constitute a 
serious hazard to themselves and to others on the 
highway. 

Cars in some areas are subjected to regular inspec- 
tions, and this is vitally necessary for both the opera- 
tion and the safety of the car. Seldom is any thought 
given, except in the case of operators of trucks and 
buses, to the periodic reexamination of drivers. Almost 
anyone may be licensed to drive a vehicle for a life- 
time no matter what the changes in his health status 
mav be, even when these may affect his driving abil- 
itv. The suggestion has been made that state licensing 
agencies should seriously consider procedures for 
periodic reassessment of the health, skills. and abilities 
of drivers, particularly those with a history of acci- 
dents. Certainly it is as important to reexamine the 
human machine as it is to reinspect the motor-driven 
machine in any comprehensive attack on highwav 
accidents. 

In discussing the visual requirements for automobile 
licenses, one speaker has pointed out the wide dis- 
parity of standards among the states. Only 1S states, 
for example, require testing of visual depth percep- 
tion, and only 9 test the applicant's visual field status. 
One state has no visual requirements whatsoever for 
an unrestricted driver's license. 


Cooperative Study and Control Programs 


Obviously, adoption by the states of some reason- 
able but safe standards is needed for the granting of 
licenses to drive a car. There is a need, however, for 
additional and continuing study of the physical and 
psychological qualifications on which the standards 
can be based. Physicians should be ready to do this 
research and to assist in determining these qualifica- 
tions and in developing the medical standards to be 
met by the operators of motor vehicles of various 
types. 

Several panelists have stressed the important  re- 
sponsibility of the medical and health professions in 
this regard. One speaker has pointed out, for example, 
that the physician is uniquely qualified, because of 
his training in the biological sciences, to understand 
the human element in accident causation, to suggest 
preventive techniques, and to combine treatment with 
safety education. Highway safety agencies, it has been 
emphasized, can and should seek help from the med- 
ical profession and from state and local health agen- 
cies. We should be ready and willing to participate 
actively in national, state, and local programs to deal 
with the accident problem. 

It has also been shown here that younger drivers 
tend to have an excessive number of accidents. This 
points to the need for greater training and education 
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efforts among youthful drivers. Some states have be- 
gun driver-training courses in the secondary schools. 
Safety on the road can be inculcated by those courses 
and by additional educational measures. 

Public health agencies can contribute to prevention 
and control efforts by applying epidemiologic methods 
to the study of motor-vehicle accidents. We need to 
know more, for example, about when and where ac- 
cidents occur in any given area, to whom they occur, 
and under what conditions. One of the first steps in 
a control program is the collection and analysis of 
statistics relating to highway injuries and _ fatalities. 
Physical, psvchological, and behavioral studies of 
accident causation should enable state and local health 
departments to pinpoint causes and to develop spe- 
cific preventive measures to be used by highway safety 
agencies with health department help. Through train- 
ing and pilot programs, health agencies could de- 
velop special professional competence in the public 
health aspects of accident prevention and control. 

Some health departments have begun to explore 
these areas with a view to determining the role thev 
can best play. The team approach to home accidents 
that has been developed in the past few vears by 
several state and local health departments in coopera- 
tion with the Public Health Service and the Kellogg 
Foundation offers a valuable avenue for future de- 
velopment of emphasis on the health aspects in high- 
way accidents. 

Many individual physicians have also taken a deep 
interest in this important problem in preventive health. 
As physicians and as citizens, they have participated 
in local accident-prevention work. This is a most en- 
couraging sign of the need and of the willingness to 
accept the challenge. | want to commend the House 
of Delegates of the American Medical Association tor 
passing a very commendable resolution during this 
105th Annual Meeting. That resolution (1) recognizes 
the medical components and responsibility in automo- 
bile accident prevention; (2) urges that organized 
medicine cooperate with the President's Committee 
on Highway Satety and state and local committees; 
and (3) expresses willingness to sponsor a national 
conference at an appropriate time. 

The challenge of needless injury and death on the 
highway is one that the medical and public health 
professions cannot afford to ignore. Considerable 
pioneering still has to be done. Many kinds of ap- 
proaches must be pursued. New patterns of coopera- 
tion will have to be developed and old ones strength- 
ened. We must work with automobile manufacturers; 
with highway engineering, safety, and law-enforce- 
ment authorities; and with national voluntary agencies 
concerned with accidents. If we maintain the kinds 
of effort and cooperative relationship in automobile- 
accident control that contributed so greatly to the 
control of communicable diseases, then we will surely 
have greater safety on the nation’s highways. 
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MEDICAL ASPECTS OF AUTOMOTIVE CRASH INJURY RESEARCH 


Paul W. Braunstein, M.D., New York 


It is well recognized at present that injury in auto- 
mobile accidents is a major problem. Over 30,000 lives 
are lost and 1 million people injured annually. There 
are many causes contributing to this serious problem. 
Some outstanding factors are poor roads and highways. 
lack of vehicular inspection and maintenance, irre- 
sponsible or incompetent drivers, and inadequate en- 
forcement of traffic laws. 

There have been many avenues of attack developed 
against these causative factors, and many groups, in- 
cluding law-enforcement agencies, public health off- 
cials, psychologists, manufacturers, engineers, and 
physicians, have made important advances in combat- 
ing the menace of auto fatality and injury. Yet the 
automobile remains one of our greatest killers and 
contributes the largest percentage to the total of acci- 
dental deaths, which produce the greatest fatality rate 
in the 15-to-30-year age group. 

In 1952, De Haven, after concluding 10 years of in- 
vestigation of aeronautic crash injuries, devised with 
Moore a new approach to the study of automotive 
crash injury. It was their plan to study the occupants 
injured in the automobile accident and to relate their 
injuries to the interior design of the automobile. An 
epidemiologic approach was necessary. The study of 
individual cases and collection of these cases in mean- 
ingful numbers would afford the opportunity for close 
scrutiny of the data by mathematical means in order 
to recognize common injury patterns and their obvious 
variables. 

This epidemiologic study was established in the 
department of public health and preventive medicine 
at Cornell University Medical College under the direc- 
tion of De Haven in 1952. Since his retirement, the 
project has continued under John O. Moore. 

From the collection and analysis of mass data, cer- 
tain injury patterns became apparent. Ejection of the 
occupant from the automobile and contact with for- 
ward interior structures of the car, such as the steering 
column and dashboard, were frequently the cause of 
serious injury. The data, when analyzed, may be used 
as a guide by the automotive industry in development 
of devices to protect auto occupants from the forces 
involved in an automobile crash. 

The research project is a cooperative team effort of 
state medical, public health, and police groups under 
the immediate guidance of John O. Moore and _ his 
associates, Robert M. Tracy and Boris Tourin, who 
direct the efforts of sizable field and analytic staffs. 
Through this team effort, various aspects of the crash 
injury problem are under investigation. Relation of 
speed to injury, effect of contact with the windshield, 


Assistant Professor in Clinical Surgery and Surgical Consultant 
to the Automotive Crash Injury Research Project of the Depart- 
ment of Public Health and Preventive Medicine, Cornell Uni- 
versity Medical College. 


* To determine the medical findings that might be 
expected in the 1 million persons injured by auto- 
mobile accidents each year, 1,000 injury-producing 
accidents were carefully studied. Of the 2,253 occu- 
pants involved in the thousand accidents, 1,678 
(74.5%) were injured to some degree. Of those 
persons receiving an injury, only half could be 
diagnosed as of a minor degree. When considering 
body distribution, injuries to the head alone were 
the most frequent, followed by injuries with a com- 
bination of head and lower extremity involvement. 
Almost two-thirds of the injuries involved more than 
one body area, emphasizing the need for an 
extremely careful physical examination so as not to 
overlook concealed wounds. The practicing physi- 
cian can profit greatly by knowing the representative 
picture resulting from automobile accidents. 


and study of crashes and crash injury when the occu- 
pants are using seat belts are typical of the problems 
under study. 

This report is an analysis of the medical findings in 
cases studied in this research program. Before present- 
ing the findings of this study, it might be well to re- 
view some of the relevant literature. 


Review of Literature 


Zollinger,’ in 1955, presented the findings on auto 
accident victims at Mount Carmel Hospital in Ohio 
and showed the large volume of hospital care allotted 
to victims of traffic accidents. One in every four per- 
sons admitted from the emergency room was a traffic 
victim. Zollinger recorded the specific body area in- 
jured and the amount and type of care needed to 
handle these patients. Of all traffic injuries, 4% proved 
fatal in this group. 

Livingstone’ collected the case reports of 1,475 vic- 
tims of automobile collisions occurring from 1949 
through 1954. These cases were gathered by local 
physicians in and about Cambridge, Mass., and an 
attempt was made to correlate injury with interior de- 
sign. Livingstone noted that many explanations of in- 
jury production pointed to “inability of the occupant 
to contro] his motion in relation to that of the automo- 
bile” at the time of collision. He indicted the interior 
design of the automobile as the cause of injury but 
was handicapped in that he had no study of the causa- 
tive agents or of the car and decelerative forces as well 
as by the fact that there was a great degree of sub- 
jectivitv in the identification of the offending interior 
design, as it was the patient who supplied this infor- 
mation. Livingstone believed that protection against 
deceleration through seat belts was necessary and 
made additional suggestions concerning automotive 
design. He was of the opinion, however, that there was 
“need for additional data before recommendations are 
made.” 
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In 1948, Straith presented the experience with 
“guest passenger” injuries in automobile crashes and 
stated that drivers were in the safest seat in the car. 
Several facial injuries were described and their post- 
operative results recorded. The data are of limited 
scope, covering a one-month survey of traffic accidents, 
but show impressively the preponderance of injuries to 
passengers as opposed to drivers. 

Shelden.' in 1955, described many features of the 
modern automobile and made recommendations for the 
correction of those features thought dangerous. The 
effect of deceleration was stressed and the danger of 
ejection of the passenger noted. Specific data concern- 
ing frequency were not presented, although theoretical 
accidents were excellently portrayed. He concluded 
that “the only cure [for automobile crash injury] is 
prevention.” Others have written of their experience 
with this epidemic problem; many presented carefully 
studied series, and still others wrote in a more emotional 
vein.’ Most of the previously mentioned studies of the 
crash-injury problem have been very limited geograph- 


POTENTIAL 


States participating in Automotive Crash Injury Research 
Project. 


ically or numerically, and it is believed that the present 
program has overcome both of these objections. From 
1952 through 1955, injury-producing passenger auto- 
mobile accidents involving 1,000 cars, with exposure of 
2.253 persons to injury, were studied and analyzed. 
The medical findings in these cases are presented, 


Plan of Investigation 


In the development of an automotive crash-injury 
research project, two major goals were achieved, 
namely, establishment of an efficient data-gathering 
system and formation of a working data-analyzing 
system. 

To create a data-gathering system, the Automotive 
Crash Injury Research Project appealed to the public 
health, law-enforcement, and medical agencies of 
various states throughout the United States. With the 
combined efforts of these groups, representative 
sampling areas were selected in each state cooperating 
in the program. In these areas, for specified periods 
of time, all injury-producing accidents were investi- 
gated and all injuries resulting from them were re- 
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corded, At present over 10 states participate in these 
investigations (see figure), and further expansion to 
increase the volume of data is anticipated. 

All information obtained by police and physicians on 
the accidents and their related injuries is recorded on 
detailed check-off forms, and photographs are made of 
the accident. These data are collected and forwarded 
to the crash-injury unit at Cornell University Medical 
College in New York City, where all information is 
analyzed and then recorded by IBM methods. Follow- 
up studies and visits to each of the interstate projects 
by Automotive Crash Injury Research Project person- 
nel insure completeness of the data. Further “quality” 
control studies are repeatedly run by the analysis sec- 
tion. After all observations of the crash and of the 
injury are recorded on IBM cards, the mass data are 
analyzed by trained personnel. The large volume of 
data that has emerged from the study is unique, as it 
represents crash-injury experience from widely sepa- 
rated areas differing in many ways in accident and in- 
jury production. With the exception of a special urban 
sample area from the city of Minneapolis, cases re- 
ported are from rural highways and present a compre- 
hensive picture of the situations producing our more 
numerous and more severe accidents. As data on urban 
accidents increase, there will be differences from the 
experience in rural areas, and the differences will be 
studied, 

It is believed that data concerning automotive crash 
injuries portray a representative picture of the crash- 
injured patient anywhere in the United States. 


Observations 


This report is based on the findings in 1,000 automo- 
bile accidents in which at least one person was injured 
per crash. There were 2,253 occupants involved, of 
whom 1,678 (74.5%) were injured to some degree. 

For statistical purposes, injury was divided into six 
degrees of severity: minor, moderate, severe, serious, 
critical, and fatal. Minor injuries consisted of minor 
contusions, lacrations, abrasions, sprains, phalangeal 
fractures, nasal fractures, and mild concussion without 
loss of consciousness. Moderate injuries consisted of 
moderate contusions, lacerations, or abrasions; undis- 
placed closed fractures of the extremities, jaw, or 
malar regions; and concussion with loss of conscious- 
ness or orientation not exceeding five minutes and with 
no other evidence of intracranial injury. Severe injuries 
consisted of extensive lacerations without severe hem- 
orrhage, open or comminuted fractures, closed frac- 
tures with significant displacement, dislocations of up- 
per or lower extremities or pelvis, fractures of the 
transverse or spinous processes without cord damage, 
compression fractures of L-3 to L-5, skull fractures 
without depression or concussion or other manifest 
intracranial injury, and concussion with loss of con- 
sciousness for from 5 to 30 minutes without other 
manifest intracranial injury. 

Serious injuries involved lacerations with dangerous 
hemorrhage, fractures of the body of the cervical spine 
without cord damage, compression fractures of L-1 to 
I.-2, crushing of extremities or multiple fractures, 
moderate intra-abdominal or intrathoracic injury, frac- 
ture of skull with concussion and loss of consciousness 
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for from 5 to 30 minutes, and concussion with loss of 
consciousness for from 30 minutes to two hours with- 
out other obvious intracranial injury. Critical injuries, 
including those with fatal terminations after more than 
24 hours, included dangerous intra-abdominal! or intra- 
thoracic injuries, fractures or dislocations of the cer- 
vical spine with cord damage, compression fracture of 


Over-afll Degree of Injury Sustained by 1,678 Persons 


Injured Persons, % 
47.7 


Nondangerous’* J 
| Severe 6.6 
Dangerous’* J 
13.4 


* Within 24 hr. of accident. 
+ For 24 hr. after aecident. 


the thoracic spine or L-1 or L-2 with cord damage, 
skull fracture with unconsciousness lasting from 30 
minutes to two hours, and concussion with loss of con- 
sciousness of over two hours or evidence of critical in- 
tracranial injury. Fatal injuries were those that caused 
death within 24 hours of the time of the accident. 
Types and severity of fatality are further subdivided 
in table 2, below. 

It should be noted that there is a certain degree of 
arbitrary classification, which proves necessary in any 
such division of injury. However, all analysts record- 
ing these data receive similar training, and each tabula- 
tion is independently checked by another analyst. Any 
injury concerning which there is a significant degree 
of discrepancy between the two analysts’ views on any 
injury is rechecked and assigned a proper classification. 

The over-all degree of injury sustained by the crash 
victims is recorded in table 1. It is immediately evident 
that 50% of the injured persons suffered minor injuries 
only and proved to be a minor problem to the medical 
facilities concerned with their treatment. However, it 
is of interest that 6.5% sustained a fatal injury and 
6.4% received serious to critical injuries. At least one- 
third of the injured required definitive medical care, 
with probably 50% of these requiring hospitalization. 

Within 24 hours of the time of the accident, 6.5% of 
the injured died. A time limit of 24 hours was set up 
for the reporting of fata] cases, as the purpose of the 
study is to determine the relationship of decelerative 


TABLE 2.—Degree of Fatal Injury in 109 Persons 


Degree Fatal Lesion % 

2 1 body area plus 


Unclassified Data insufficient 


forces and the interior design of the vehicle. It is of 
prime importance to rule out other causes of death 
such as complications of the primary injury or some 
form of therapy. 

On the basis of autopsy, medical, and coroner's re- 
ports, fatality is divided into four degrees according to 
the number of dangerous and fatal injuries sustained 
to the various body areas (table 2), This is an im- 
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portant principle in the crash-injury concept. By the 
listing of all potentially fatal or dangerous lesions, the 
many design and injury factors that contributed or 
could have contributed to a fatal outcome are recog- 
nized. These then point out what injury or injuries 
sustained in any crash may have proved fatal and lend 
further support to indictment of certain aspects of in- 
terior design as potentially lethal weapons. Naturally, 
the fatality figures in other tabulations are not altered, 
as only one fatality is listed. This presentation of fatal 
lesions also serves as a good illustration of the mul- 
tiplicity of injury in automobile accidents. 

In table 3 may be seen the distribution of injuries 
among the six major body areas and their relative fre- 
quency. It should be noted that approximately one- 
third of the injured suffered injury to one body area, 
while the remainder sustained injury to at least two 
body areas. In actuality, 9.7% were injured in four body 
areas, The high incidence of multiple injuries is further 


Tasie 3.—Distribution of Injuries Among Six Body Areas 


Injured Persons, % Rank 
-- Frequency 
Neck and cervical spine................. 18 
Thorax aud thoracic spine............. 3.9 11 
Abdomen, pelvis, and lumbar spine.... 15 15 
Head; neck «nd cervical spine.......... 1.1 17 
Head: thorax and thoracic spine....... 6.9 
Head: abdomen, pelvis, and 
Head: upper extremities ............... 4.6 10 
Head; lower extremities ............0.. 11.6 2 
Head; thorax and thoracie spine: 
Head: thorax and thoracic spine; 
Head: upper extremities: 
Heed: two other a 
3.0 13 
Four or more body avens................ 9.7 3 
Body area(s) not reported................ 0.3 0.3 14 


emphasized by the tact that many of the injured sus- 
tained more than one injury in a single body area, a 
point that is not recorded in the tables. From the data 
presented in tables 2, 3, and 4, it is obvious that the 
victim of an automobile accident has a better than 50% 
chance of being “hurt all over.” 

Comment.—During the stress of combat or of the 
care of mass casualties, many slightly concealed wounds 
are overlooked. In the same way, in the treatment of 
traffic injury the fact that multiple wounds are often 
incurred must be borne in mind before definitive ther- 
apy is started. The data emphasize the fact that an 
extremely careful physical examination shortly after an 
injurv is Of paramount importance, 


Distribution of Injuries 


The trequency of injury to each body area can be 
seen in the totals in table 4. Head injury is by far the 
most frequently sustained. It should be noted that the 
total of injuries is slightly over 200%, which again in- 
dicates the great number of multiple injuries. In tables 
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4 and 5, injuries to each body area are broken down 
according to severity. Table 4 shows the percentage of 
injured persons receiving injuries of each type and 
degree of severity, while table 5 shows what percent- 
age of total injuries to each body area is fatal, what 
percentage is minor, etc. This differentiation between 
percentage of injured persons and percentage of total 


TABLE 4.—Percentage of Injured Persons Receiving Injury to 
Each Body Area, with Degree of Severity 


Area Injured 


Abdomen, 
Neck Thorax Pelvyv 
and and poh Upper Lower 
Cervieal Thoracic Lumbar Extremi- Extremi- 
Head spi spine es ties 
44.7 3.0 19.2 20.5 34.3 
Nondangerous ... 12.9 1.0 8.1 3.5 5.9 8.2 
Dangerous ....... 3.0 0.4 23 20 0.1 0.2 
3.9 1.1 2.0 O5 0 0.2 
Not reported .... 7.8 1.3 51 2.2 2.9 4.1 
yi) 72.3 6.8 36.6 15.3 29.4 47.0 


injuries to each body area is essential, for injury to a 
certain area may be highly dangerous, even though 
only a relatively small group of persons receive such 
injury. The significance of the data for each body area 
will be discussed below. 


Head Injury 


Of all persons injured, 72.3% received a head injury 
(table 4); 44.7% of all injured sustained a minor head 
injury. The latter usually require a minimal expendi- 
ture of time in examination and treatment, Another 
12.9% of the injured patients sustained a nondangerous 
head injury; their care may be somewhat more detailed 
than that for those with minor injury, and a short 
period of hospitalization may be necessary for obser- 
vation. It is interesting to note, however, that 3% of 
injured persons received dangerous and 3.9% fatal head 
injuries. In table 5 it may be observed that 1 in 10 
head injuries was dangerous or fatal. Actually, because 
in 10% of the present cases head injuries could not be 
classified as to degree of severity and because the 
fatality figure was limited to those dying within 24 


TABLE 5.—Percentage of Injuries to Each Body Area in Each 
Category of Severity 
Area Injured 
Neck Pely 
and nd une Upper Lower 
Cervical Lumbar Extremi- Extremi- 
Head Spine Spine Spine ties ties 
61.8 43.9 52.6 16.3 69.6 73.0 
Nondangerous .... 17.9 14.9 22.2 2? § 20.0 17.5 
Dangerous ........ 4.2 6.1 6.0 13.2 0.4 0.4 
5.4 16.7 54 3.5 0 0.4 
Not reported ..... 10.8 18.4 13.8 14.4 9.9 8.7 
ee 100.1 100.0 100.0 100.0 99.9 100.0 


hours, it is reasonable to assume that the fatality rate 
attributable to head injuries is higher than reported 
here. 

When it is considered that, nationally, the total num- 
ber of persons injured in automobiles is well over 1 mil- 
lion per year and that 3% of those in the present study 
suffered dangerous head injuries, it may be estimated 
that approximately 30,000 such persons would require 
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neurosurgical care. Many of these injuries occur far 
from the immediate vicinity of trained neurosurgeons, 
and the extent and seriousness of the problem is 
apparent, 

The gross types of head injury have been presented 
in more detail in table 6. All persons with head injury 
suffered some soft-tissue trauma, and many of the latter 
cases were minor in degree. In 7.7% of the head injuries 
there were skull fractures either alone or combined 
with facial fractures or soft-tissue injury. Of these skull 
fractures, 62.5% proved fatal, and these occurred to 
2.7% of all injured persons and represented 3.7% of all 
head injuries. Head [on of all types carried a 5.4% 
fatality rate (table 5), while skull fracture carried a 
62.5% mortality. 

Comment.—These results confirm the general belief 
that skull fracture is not frequently amenable to defin- 
itive surgical or supportiv e care and has a poor prog- 
nosis. Shelden’s * statement that “the only cure is pre- 
vention” seems well justified in the light of the present 
findings. This is a powerful, well-grounded basis for 
stressing the importance of safety features in interior 
design to the automobile manufacturer, for if the inci- 
dence of skull fracture can be lessened, a proportion- 
ate decrease in fatalities can be forecast. 


Taste 6.—Gross Types of Head Injuries 


® of % of Tot 
Head 
Injured 
Skull fracture with — tracture 


Skull fracture with soft- 3.6 6.3 
Skull fracture with or without other head injury 4.4 7.7 
Facial fracture with soft-tissue* injury............ 3.3 5.8 
Facial fracture with or without other head injury 4.1 7.2 
Scft-tissue* injury with or without 
100.1 


External 

The head is injured most frequently alone but very 
often in combination with other body areas (table 3). 
In table 3, when the figures for incidence of head ¥ 
jury in combination with other injury are added, 
can be seen that at least 43.8% of the injured ot 
suffered this combination. The cerebral trauma per se 
is of great importance, but there are many associated 
injuries that must receive high priority care in this 
same individual. 

The problem facing the physician in such a situa- 
tion is always a perplexing one. How much anesthesia 
and fluid therapy will the patient with the head injury 
withstand during care of his associated lesions? As 
long as multiple trauma is so frequent, it would be well 
for experienced specialists in neurosurgery and anes- 
thesiology to delineate the boundaries of such care 
when there is or may be serious intracranial injury 
combined with other lesions such as acute abdomen 
or open fracture. Such studies and subsequent recom- 
mendations may well help the practitioner or surgeon 
who deals with problems of multiple injuries. 

It is apparent from table 6 that all patients with 
head injury sustained soft-tissue injury and that 7.2% 
of these also sustained fracture of one or more facial 
bones. Although these facial fractures and soft-tissue 
injuries, the majority of which were lacerative and 
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abrasive, are not immediately dangerous to life, they 
do constitute an immediate problem for plastic surgical 
care, The social and psychological problems stemming 
from these injuries are many-faceted. Because they are 
not dangerous to life, they frequently receive inade- 
quate care in terms of the more immediate lifesaving is- 
sues. However, in the patient’s convalescent period the 
disfiguring scars create a reconstructive problem of 
great magnitude. The economic loss due to reconstruc- 
tive surgery is a sizable one. For example, the casual- 
ty insurance companies’ settlements for personal injury 
are more than double their settlements for property 
damage. Since this problem is of such major scope, 
as stressed by Straith’ and others, certainly the train- 
ing of the young surgeon should include instruction in 
the fundamental principles of plastic surgery. 


Neck and Cervical Spine 


Only 6.8% of injured persons suffered an injury to the 
neck and cervical spine. This type of injury was lowest 
in frequency of occurrence (table 4). Of all those in- 
jured, 0.4% had a dangerous injury to the cervical spine 
and 1.1% a fatal injury (table 4). However, it is note- 
worthy that this infrequent injury carried extremely 
high morbidity and mortality rates. Of these injuries, 
6.1% were dangerous and 16.7% fatal—by far the high- 
est rate for lethal injury (table 5). It is also possible 
that many injuries to this body area are not reported, 


TABLE 7.—Areas of Spine Injured 


% of Persons % of Total 


Injured Spinal Injuries 
4.1 100.1 


since cervical fractures often are diagnosed a relatively 
long time after the accident and emergency treat- 
ment, 

Comment.—Of interest is the fact that only 4.1% of 
all injured persons suffered spinal injuries. Of these, 
over half received injuries to the cervical spine (table 
7). Because cervical injury often is the result of the 
“whiplash” type of accident, where the car is struck 
in the front or rear and the patient's head is acutely 
flexed and then extended on the neck, any complaint 
by the patient of post-traumatic cervical pain should be 
investigated with painstaking care, as excessive ma- 
nipulation of an unsuspected fracture in the cervical 
spine may well alter the prognosis for an auto-crash 
victim. 


Thorax and Thoracic Spine 


Injuries to the thorax and the thoracic spine were 
third in frequency of occurrence, injuring 36.6% of 
1,678 persons (table 4), but they represented the sec- 
ond highest percentage of dangerous and fatal injuries, 
occurring to 4.2% of all injured persons (table 4). It is 
noteworthy that injury to this body area caused more 
dangerous and fatal lesions than did head injuries 
(table 5). 

Over half of the injuries to the thorax and thoracic 
spine were minor or nondangerous (table 5), and 
those that were more serious than minor most fre- 
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quently consisted of either unilateral or bilateral rib 
fractures (table 8). Fractures of the shoulder girdle 
comprised 15.8% of all these injuries and usually re- 
quired little therapy of a complicated definitive nature. 
Of the 1,678 persons injured, 1.5% suffered a “crushed 
chest.” This severe injury accounted for over 10% of all 
thoracic injuries, and the high number of fatal and 


Tas_e 8.—Skeletal Injuries of Thorax (Excluding Spine) 


% of Total 
% of Persons Thoracic 


Injured Injuries 

5.1 46.7 

Fracture and/or dislocation clavicle, scapula 1.7 15.8 
Fractured ribs and other thoracie structures 0.6 5.4 
10.9 100.0 


dangerous injuries probably may be attributed to it. 

Comment.—Recent advances in the care of acute 
thoracic trauma may help decrease the mortality fig- 
ures; at present thoracic injury causes the second high- 
est number of fatalities (table 4). Whether the new 
“deep dish” type of steering wheel (with a recessed 
steering column) will make crushed chests less fre- 
quent can be determined only by data concerning 
crashes in the newer model cars. 


Abdomen and Pelvis 


Injuries to the abdomen and pelvis were relatively 
infrequent results of automobile crashes, although 
when they occurred a high percentage were danger- 
ous and fatal (table 5). Only 15.3% of the injured per- 
sons suffered these injuries (table 4). Varied pelvic 
fractures were noted in 2.7% of the injured (table 9). 
The data are insufficient to permit correlation of blad- 
der and rectal injury with pelvic fracture. Although 
not tabulated here, renal, hepatic, gastric, pancreatic, 
and other visceral injuries were quite infrequent, oc- 
curring in 1.8% of all injured persons. To date, the ab- 
domen of the “unprotected” automobile occupant has 
been spared much of the punishment observed in other 
body areas. For this reason, many physicians have de- 
cried the use of safety belts in automobiles, since they 


TasLe 9.—Skeletal Injuries of Abdomen and Pelvis 
(Excluding Spine) 


% of Total 
% of Persons Skeletal 


Injured Injuries 
Pelvie fractures 
Compound o1r 0.4 15.2 
Dislocation of pelvic processes............05 0.2 8.7 
3.7 100.0 


fear that abdominal and lumbar spine injuries will in- 
crease due to the “snubbing” action of the belt on the 
lower part of the abdomen and pelvis. 
Comment.—Isolated studies of airplane crashes, such 
as that by Teare,° have led many to believe that safety 
belts are lethal in crashes. Teare stated that “the safety 
belt that passengers are required to fasten around their 
waists may become a deadly hazard.” His postmortem 
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examination of passengers in a plane crash revealed 
eight cases of rupture of the aorta. These pathological 
findings were attributed to marked flexion of the trunk. 
It is of interest that no causal relationship was studied 
and that even direction of force throughout the impact 
period was not ascertained, No control was present in 
that study, and inferences are, of necessity, limited. 

On the other hand, in an effort to obtain broad ex- 
perience with injuries incurred by persons wearing 
seat belts. De Haven, Tourin, and Macri * studied 1,039 
survivors of light plane crashes. They concluded trom 
their controlled study that (1) the satety belt is not 
dangerous and (2) the satety belt provides protection 
in crashes. At the present time this research unit has 
undertaken a study of automobile accidents in which 
the occupants were wearing seat belts. Although there 
are still few data, there is no evidence that seat belts 
have led to any increase in abdominal or pelvic injury. 


Upper Extremities 


Skeletal injuries in the upper extremities were sus- 
tained by 6.8% of the injured, and these injuries were 
equally distributed among the arm, forearm, and hand 
(table 10). Only 8% of these skeletal injuries affected 
the elbow, and luckily so, as “driver's elbow” injuries 
carry with them a poor prognosis for return of full 
function, Although the condition has received much 
attention in the medical literature” as a complex clini- 
cal problem, it has been relatively infrequent in our 
series. 

Comment.—Dangerous and fatal injuries occurring 
in the upper extremities were quite rare (table 4) and 
require definitive care tor return of function rather 
than for the saving of life. The loss in time and earning 
capacity from fracture of an extremity is, of course, 
quite substantial. 


Lower Extremities 


Injuries of the lower extremities were the second 
most frequent injuries noted (table 4) and the ones most 


Taste 10.—Type and Area of Skeletal Injuries of 
Upper Extremities 
‘ of Upper 
Extremity 
Of Persons Fraetures and 


Injured Dislocations 
Humerus 
Dislocation of head of humerus: simple, 
greenstick, or chip fracture............... 15 23.9 
Compound or ecomminuted tracture........ tal 
Crushing or 0.1 1.8 
Flbow 
Radius and uloa 
Simple, greenstick, or chip fraeture......... 14 YO5 
Compound or comminuted fracture........ 0.7 10.7 
Crushing or amputation.................... 1 1s 
Hand and wrist 
0.2 3.7 
99.9 


frequently found in combination with head injury (ta- 
ble 3). Over one-third of the skeletal injuries were 
femoral tractures (table 11), the tibia and fibula being 
affected about as frequently. Crushing and amputation 
were rare, occurring to only 0.3% of the persons injured 
(table 11). 
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Comment.—Of the skeletal injuries seen, 15% were 
severe fractures requiring complicated therapy. Some 
decrease in “dashboard” femoral injuries may be ex- 
pected with the use of seat belts, but the greatest 
majority of tibial and pedal injuries will likely continue 
to occur with the same frequency and will create the 


Taste 11.—Type and Area of Skeletal Injuries of 
Lower Extremities 


% of Lower 
Extremity 
Ol Persons Fraetures and 


Injured Dislocations 
Femur 
Dislocation of head of temur: simple, 

Compound or comminuted tracture........ O4 3.5 

knee 
Te GIBIOCECION 1.4 14.1 
Tibia and fibula 
Simple, greenstick, or chip tracture........ 2.) P04) 
Compound or comminuted tracture........ LZ 11.8 
Ankle and foot 
10.2 100.1 


therapeutic problems so characteristic of this group. It 
is possible that the incidence of tibial and pedal in- 
juries can be reduced by detailed safety design of 
structures beneath the dashboard such as knobs, hand 
brakes, and other projections. 


Summary 


A controlled epidemiologic study was made of 1,000 
injury-producing automobile accidents in which 1,678 
occupants were injured. Head injury was most fre- 
quently sustained, followed in order by injuries of ex- 
tremities, torso, and spine. Multiple injury was very 
common, consisting usually of head injury combined 
with injury to another body area. Many injuries were 
minor, but a substantial number were very serious and 
call for concerted efforts toward reduction in number 
and severity. Neurosurgery, orthopedic surgery, and 
plastic surgery are the special skills most essential for 
emergency care, but certainly an over-all general 
working plan is needed to bring back to normal the 
patient suffering multiple injuries. 

The Automotive Crash Injury Research Project, 
through the whole-hearted cooperation ot public health 
officials, law-enforcement agencies, and_ physicians, 
has accumulated a new body of data, which may rep- 
resent a significant step toward representation of the 
automobile crash-injured population of the United 
States. It has been enthusiastically received by several 
automotive manufacturers and in some degree has con- 
tributed to their recent efforts in automotive safety 
design and engineering. 

The epidemiologic approach to the problem has 
made use of the ever-increasing experience with acci- 
dents on our nation’s highways. The successful con- 
tinuation of the present data-gathering and analytic 
system will allow for the measurement of progress in 
this approach to injury prevention in automobile ac- 
cidents, Further studies can provide as well a repre- 
sentative picture of the problem facing the practicing 
physician. The epidemiologic approach to auto crash 
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injury, combined with education of drivers, better 
highway engineering, and many other safety efforts, 
can give grounds for firm, realistic hope that this pic- 
ture can be changed. 


316 E. 61 St. (21). 


This study has been supported by the United States Public 
Health Service, the Commission on Accidental Trauma of the 
Armed Forces Epidemiological Board, the Chrysler Corporation, 
and Ford Motor Company. 
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THE DOCTOR AND THE AUTOMOBILE ACCIDENT 


Murray E. Gibbens, M.D., William V. Smith, M.D. 


Ward B. Studt, M.D., Denver 


Last year there were about 38,000 deaths from 
automobile accidents and almost 2 million injuries 
from the same cause. Approximately 100,000 of the 
persons injured were totally disabled. Surgeons and 
physicians probably worked on many of the injured, 
but the dead were a total loss to their friends, families, 
and doctors. Many of the disabled have become a 
burden to themselves, to their families, or to society. 
At least one accident insurance company has made the 
dire prediction that someone in every family or its 
group of friends will have a serious auto accident 
during the next year, and apparently doctors and their 
families are not immune. Each doctor, therefore, 
should have a personal interest in this matter. 

When the above figures are translated into numbers 
of deaths and injuries per day and per hour, rather 
high figures still remain. Regarding the deaths, there 
are in the United States an average of 100 deaths per 
day, or about 4 every hour. Regarding the injuries, 
there are an average of 5,500 per day, or 225 each hour. 

The Travelers Insurance Company of Hartford, 
Conn.,’ after going over these figures, stated: “The 
conclusion seems obvious that neither gigantic pub- 
licity campaigns, nor improvements in highway en- 
gineering or automobile design can accomplish more 
than a token improvement in the grim results of our 
nation’s misguided missile program” (otherwise known 
as automobile drivers). The company also stated that 
the human element remains unchanged. As to the so- 
called improvements on the modern car, it said: 
“While it is true that increased speed can provide a 
ready escape from danger, it is much more likely to 
lead to catastrophe |as accident figures show that 


From the Veterans Administration Hospital. 

Read before the Section on Orthopedic Surgery at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 12, 1956. 


* Certain well-tested automobile improvements that 
would lower the mortality and injury rates could be 
incorporated into the modern car easily and inex- 
pensively. Better roll-over frames are necessary, and 
safety seat belts should be standard equipment. 
Safety door latches, padding of the dashboard, 
elimination of projecting items inside and outside, 
shock-absorbing steering wheels, a mechanism for 
restraining all folding seats, provision for holding 
luggage securely, and certain improvements in lights, 
mirrors, and signal systems would often save lives. 
A physician treating accident victims has an oppor- 
tunity to encourage their relatives and friends to 
work in favor of the adoption of automobile safety 
features. A check-list of safety principles is suggested 
for consideration as a “Good Driver’s Code.” 


speeding is still the greatest single cause of death by 
automobiles]. While it is true that wider and straighter 
roads eliminate certain driving hazards, they are more 
likely te provide the setting for even greater peril. 
While it is true that improved brakes will stop a car 
quicker, it is more likely that the driver will become 
dangerously over-confident.” Incidentally, if the brakes 
are too efficient and the foot too heavy, they may tend 
to throw the car into a skid and out of control.’ 

We would like to take issue with the above quota- 
tion on one important point. That is where it is stated 
that automobile design cannot accomplish more than 
a token improvement in these grim results. It has been 
variously estimated that the proper use of good safety 
seat belts in our cars would prevent between 30 and 
80% of the deaths and severe injuries produced by 
these accidents. Other good engineering features in 
cars would further safeguard people, as has been 
proved time and again in stock-car racing and various 
airplane and Air Force experiments.” 


and 
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We know from the feats of stunt drivers and stock- 
car racers that some modern automobiles can be 
rolled and crashed and the passengers come out un- 
hurt. In addition to this, Dr. Horace E. Campbell * of 
Denver has documented reports of 94 cases of severe 
crash or roll-over accidents that occurred where one 
of the drivers was wearing a safety seat belt. In all 
these cases, with the exception of four deaths in con- 
vertibles that overturned and five cases of moderately 
severe injuries (chiefly from the steering post or a 
blow on the side of the car), the drivers walked away 
without serious injury. 

There are a number of specific tested automotive 
improvements that would definitely lower the mortal- 
ity and injury rates in serious auto accidents.” These 
features are all rather easily incorporated into the 
modern car, and some of them would be of little 
added expense. All that should be necessary to get 
them is a sufficient demand from the American buyer." 
The automobile manufacturers and dealers, until re- 
cently, have apparently been afraid of so-called safety 
gadgets and engineering features. They have appar- 
ently feared that if they so much as suggested that 
any prospective buyer or driver might have an acci- 
dent they would scare him away from their product. 
At least two major auto producers have recently dis- 
proved this theory, and they have found that the buy- 
ing public is interested in good safety features in 
their cars.” 

Necessary Safety Features 


We believe that the doctors of America, and espe- 
cially those treating a good share of the accident vic- 
tims, should lead the educational campaign to demand 
safer cars.” Surely, we cannot fail to be impressed by 
the magnitude of this problem, for it is indeed one of 
our greatest public health problems today. This topic 


Fig. 1.—An automobile being roll-tested. \Mlanufacturers are 
encouraged to roll-test their cars and to inform buyer as to results. 


can be classified with public health and preventive 
medicine, and we are primarily concerned with the 
orthopedic and surgical aspects of this field. Some of 
the safety features that would definitely improve our 
cars and make their passengers safer from crash and 
roll-over injuries are discussed below. 

Better Roll-Over Frames.—Better roll-over frames 
or bars, at least “double-strength,” are necessary. Con- 
vertibles arc notoriously unsafe, and the so-called 
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hard-tops, without the central door post, show a tend- 
ency to collapse in a roll-over accident. There may be 
a tendency for the manufacturers to build car tops of 
less strength as they seek to improve vision. The in- 
creased vision is good, but the structural strength 
should be preserved. The car companies should roll- 
test their cars and indicate which of their models are 
unlikely to collapse on this test (fig. 1).°° 


9 


Fig. 2.—This car went out of control at high speed and rolled 
over a number of times. The car is badly damaged, but the driver 
came out unhurt, due to the safety seat belt (note belt hanging 
trom seat). 


Safety Seat Belt.—All-around satety seat belts for 
all passengers should be standard equipment in all 
new cars. This feature would probably save more lives 
and limbs than any other single item. It is of course 
necessary to educate the public in the advantages of 
using the belts. The public is interested, and, in auto 
sales rooms, where the belts have been prominently 
displayed in the cars, along with informative literature 
and photographs, up to 30% of new-car buyers have 
chosen the belts. This is a good beginning, but we 
should aim for usage of satety belts in all new cars. 
It should be emphasized that the belts must be of 
good quality and properly attached to the steel frame 
or floor of the car to be effective (fig. 2). 

Safety Door Latches.—Good satety door latches are 
a necessity” and are available on many of the latest 
models. There is, however, some slight difference in 
these latches, and time will tell if they are all as 
efficient as they should be. We have seen some of these 
latches fail in roll-over accidents. In the pre-1956 
models, the doors of cars came open in about half of 
all severe accidents and in over 75% of all high-speed 
roll-overs. A large proportion of the people were 
thrown out in such accidents and frequently killed 
or maimed, If the doors stay closed in such an acci- 
dent, serious injury is frequently prevented; the closed 
doors also add stability and strength to the car top. 
The use of large sliding lock-bolt latches or steel 
tongue-locks of the airplane type has also been sug- 
gested.” 

On the pre-1956 two-door car, it is possible to hold 
the doors shut on a roll-over by the use of a nylon 
safety door belt, attached to the free edge of one door 
and run straight across the car to the free edge of the 
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opposite door. This strap should, of course, be quickly 
detachable at either side, or in the middle of the car, 
for an emergency exit. On the take-off, the order to 
your back-seat passengers is “fasten door straps”; on 
stops, it is “release door straps.” When not in use, the 
free straps may be neatly tucked through an open- 
type elbow rest on each door. One item already on 
our cars that many of us have never recognized as a 
safety aid is the inside door lock. We have not realized 
that we should lock our car doors from the inside for 
safety while driving. It has been discovered that on 
roll-over accidents the door latches are frequently 
tripped or released from the outside, regardless of the 
type of latch. This is true on both old and new auto- 
mobiles. 

Padding of Dashboard.—Complete padding of the 
entire right two-thirds of the dashboard with a good 
shock-absorbing material, such as heavy felt, some 
type of cellular foam plastic, or balsa wood, is ad- 
vised.'° Several manufacturers are now supplying 
some type of padding over a part of the dash, but 
many of the cars have only a lightly padded ledge, 
frequently of foam rubber and leatherette, which is 
of little value, especially if there are numerous knobs 
and projections just below the ledge.'’ For older cars, 
an excellent crash pad can be improvised from 1-in.- 
thick orthopedic or piano felt that is covered with 
cloth and hung from the window defroster vents, cov- 
ering the dash and its projecting knobs. We have im- 
provised hooks for this purpose from wire paper clips. 
Attention should be called to the necessity of padding 
the backs of all car seats, especially in station-wagon 
models, as children or others may be thrown against 
them. Again we suggest the use of heavy felt or sim- 
ilar material. 

Folding-Seat Restraining Mechanism.—The backs of 
all folding seats should have some good restraining 
mechanism, especially for the folding middle or rear 
seats of station wagons, to prevent luggage or pas- 
sengers from being thrown forward in a crash stop. 
Heavy luggage, or sharp objects, coming forward in 
such a stop may be deadly to passengers riding in the 
front of the car.°* Good seat locks should be installed, 
or some type of restraining strap or other mechanism, 
to prevent such an occurence. One of the smaller 
manufacturing companies, American Motors, is in- 
troducing such a locking device. 

Elimination of Rear Window Shelf.—The rear win- 
dow shelf, in sedan models, should be eliminated, as 
luggage placed here frequently comes forward in a 
crash, injuring the passengers.“ A small recessed 
luggage compartment behind the rear seat may not 
be so objectionable. 

Elimination of Projecting Items.—The sharp, 
pointed, and projecting edges and knobs of the hood 
ornaments, headlights, bumper, and grille should be 
eliminated, To protect pedestrians, this should be a 
law. At one time the hood ornament represented a 
radiator cap; later it became a figurehead or trade- 
mark; now, in the majority of cases, it has degenerated 
into a spear point, with no good function other than 
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to impale or disfigure some luckless pedestrian. The 
same can be said of the other bumps and edges placed 
on the fronts of cars. They may be decorative to some 
but are malicious to the pedestrian, and we are all 
pedestrians part of the time. Some handsome cars 
have been produced with few if any instruments of 
torture on the front, but the general tendency is to 
increase the number of sharp edges and points. 

Shock-Absorbing Steering Wheels.—Better shock- 
absorbing steering wheels and hydraulic-type bump- 
ers, without projections, are good safety features that 
need to be further developed.'* For protection from 
most steering wheels, the shoulder harness or strap is 
much more effective than a seat belt alone." One still 
sees some steering posts capped by a sternum-splitting 
point or a cookie-cutter-like ring or cup. What an 
object to be thrown against in an accident! 


Form for Requesting Future Automobile Safety Features 


Da 
ADDRESS 


Gentlemen: 

I have (been injured in auto accident, lost a good friend or relative in 
auto accident, had a good friend or relative seriously injured in auto 
accident, been interested in reducing the number of deaths and injuries 
caused by autos) (underline clause above which applies to you). 

I would favor the building of safer automobiles, and I would buy the 
safest automobile available. I would influence my friends to buy a safer 
automobile. 

I would like the following safety features in my next automobile: 

1. All around safety belts for all passengers. These should be sold as 
standard equipment on all new cars. 

2. Better roll-over frames, at least double strength. 

3. Better safety door latches which will prevent doors from flying open 
if the car rolls over at high speed. (Most companies are now using an 
improved safety door latch.) 

4. Upholstered crash pads of the entire dashboard to the right of the 
steering wheel. All seat backs in station wagons should be padded. 


5. Elimination of all knobs, points, and sharp edges inside of car and 
on front end outside of ear. 
6. Eliminate rear window shelf in all models. E. small recessed baggage 
compartment might not be objectionable if properly made. 
7. Smooth U-shaped or V-shaped front Bend ie without jutting guards 
or ends. Bumpers should be shoek-absorbing or hydraulie type. 
8. Shock-absorbing steering wheel with no protruding points or edges. 
9. Higher windshield and roof for tall driver. 
10. | have teen-agers in my family. I would appreciate some type of 
mechanical speed governor which could be set at ........ miles per hour. 
11. | would favor national legislation to control top speed that can 
be manufactured into passenger-type automobiles, 


Additional Safety Equipment.—Other safety equip- 
ment, which should be standard, includes: (1) reflec- 
tive tape '* on the rear bumper, inside margins of all 
doors, and perhaps on the sides of cars, conceivably 
replacing some of the unnecessary chrome to good 
advantage; (2) a left-door outside mirror, preferably 
placed where it can be reached and adjusted by the 
driver; (3) back-up lights and a better, centrally placed 
stop light, in addition to the regular stop lights, espe- 
cially on station wagons, where passengers in the rear 
are much more vulnerable to crashes from the rear; 
(4) electric signal lights for safely signaling at night 
(in the daytime, hand signals should be used to sup- 
plement the electric signals for maximum safety); (5) 
front-window washers, in good working order; (6) good 
tires and safety rims; (7) the photoelectric-eye light- 
dimmer; and (8) a higher windshield and roof on some 
models for the tall driver. 

The rear-view mirror should be placed where it 
will not ordinarily be obstructed by passengers. We 
believe that the mirror placed low on the dash is 
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frequently of little value and, therefore, a safety 
hazard. Some legislation regarding the effective place- 
ment of rear-view mirrors is needed. 


Comment 


The above-mentioned safety features, in addition 
to good driver training, screening, and licensing, will 
do much to prevent automobile injuries. If each phy- 
sician would exert his influence and encourage his 


i 

BY MONT 

— 


‘The Case of Hit-Run Accident ivesigation 


Fig. 3.—Denver Post full-page news layout, published May 30, 1955, show- 
ing information that, if published regularly, would do much to educate the 


public in better driving and safety engineering. 


patients to write the auto manufacturers of America,’ 
the manufacturers would quickly build the safer cars 
we need. Each physician should keep in his office 
some printed or mimeographed forms (see table) for 
use by his patients. Many patients, injured in auto 
accidents, will feel strongly on many of these items, 
but they need some good leadership. Each of us 
should give this leadership and encouragement at 
every opportunity. 


Denver’ Story 0 on "Taf 


TTT Tee open and bent, the actual passenger com- 
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We should also encourage our newspapers, state 
highway patrols, and television and radio stations to 
give regular accident and safety information, such as 
the Denver Post news layout on traffic safety shown 
in figure 3. By such a weekly or bimonthly safety 
feature story in the newspaper, the public could be 
better educated and encouraged to write the manu- 
facturers. Also, the automotive insurance companies 
can do much to encourage safety engineering, as well 
as better driving.'* 

We recently went through the files and 
photographs of the Colorado State Highway 
Patrol. We found that no make of automo- 
bile could be considered safe trom collision 
or roll-over; the cars badly damaged were 
those that you and I| are driving. We were 
struck with this fact: although the engine 
compartment was damaged, and the doors 


partment was often intact and not bad- 
ly damaged. If the passengers had been 
strapped to their seats, and not thrown out 
through open doors or against the dashboard, 
they could have been saved. 

As a final recommendation, we should all 
purchase and use safety belts, now on the 
market, in our cars. Be sure to buy good 
quality belts and fastenings and have them 
installed properly. These belts, plus a little 
heavy orthopedic felt on all dashboards and 
on the backs of the seats of station wagons, 
may save some of you and your families from 
the fate that many of your patients suffer. 
Even with good safety equipment, do not 
forget to use good courtesy and care in your 
driving. 


“Good Driver's Code” 


We would also like to present for con- 
sideration a “Good Driver's Code.” If each 
candidate for a driver's license were required 
to read and sign such a code or, better still, 
to memorize it, we believe there would be 
fewer poor drivers: 

1. | will keep my car in good mechanical 
condition at all times. This includes good. 
tires,'° brakes, steering mechanism, and clean 
windows, as well as a properly functioning 
motor. Every car should be equipped with 
a left outside rear-view mirrow and safety 
belts. I realize that the exhaust system should be in- 
spected, and possibly replaced, about once every two 
years and that the car should be well ventilated with 
fresh air, even in cold weather, to prevent monoxide 
poisoning or narcosis. 

2. I will never drive after drinking any alcoholic 
beverage, or after using any type of sedative drugs. 
I realize that even a small amount of alcoholic bev- 
erage or drug may slow my reflexes and alertness and 
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may impair my judgment. I also realize that drinking 
is one of the major causes of auto accidents due to 
poor judgment. 

3. I will obey the traffic regulations and speed laws 
of my city and state. I realize that these rules were 
made for my own protection, as well as for the other 
driver or pedestrian. Speed is still considered as the 
major cause of the most serious highway accidents. I 
realize that the majority of the highways were built 
for speeds under 60 or 70 mph. | also understand that 
in speeds over 90 mph, sustained for more than 20 or 
30 minutes, ordinary tires frequently deteriorate and 
disintegrate and also that at any high speeds a mo- 
ment'’s inattention on my part may deflect my car into 
the wrong lane or off the road. 

4. I will never drive when sleepy or exhausted. I 
realize that long hours of driving on a smooth highway 
have a mesmerizing, soporific, or hypnotic effect on 
many drivers and that this is another major cause of 
highway disaster. This effect can be alleviated in some 
cases by the judicious use of coffee and frequent stops 
and exercise, but preferably by alternating with an- 
other good driver. 

5. I will keep alert to driving and traffic conditions. 
I will concentrate on the road and watch for obstruc- 
tions to good visibility. I will take care to keep the 
speed of the car under control at all times. I will not 
allow myself to be distracted by other people or chil- 
dren in my car. I realize that at high speeds it is 
necessary to watch the road for as much as a half-mile 
ahead and also that I should slow for any visual ob- 
structions close to the road. 

6. Most highways are marked to show the maximum 
safe speeds in good weather. | realize that in bad 
weather, such as fog, rain, ice, snow, or high winds, 
it may be necessary to greatly reduce my speed for 
sate driving. 

7. | will be courteous to other drivers and pedes- 
trians. I will carefully note all intersections and give 
the right of way. I will be prepared to stop or slow if 
another driver wrongfully takes the right of way 
from me. 

8. I will control my temper at all times. I will not 
drive if | am angry or emotionally upset. I realize that 
no driver can be a good driver in this condition and 
that he may be dangerous. 

9. I will always carefully signal my intentions to 
stop, slow, or turn, by both hand signals and electric 
signals. I will not turn suddenly, or change traffic 
lanes, without first checking my rear-view mirrors 
and signaling my intentions. 

10. I will avoid driving close to the car in front of 
me, so that I may have plenty of time to stop if it 
should suddenly stop and also so that I can properly 
signal and warn those drivers who are behind my car. 
I realize that it takes 400 to 500 ft., or approximately a 
city block, to stop my car at speeds of 60 to 80 mph 
under good conditions and that speeds in excess of 
these figures are dangerous, even on most of our best 
highways, and are against the law in most states. 


AUTOMOBILE ACCIDENT—GIBBENS ET AL. 259 


11. I will avoid cutting back into the driving lane 
too soon after passing. | know that I should be able to 
see the car I have just passed in my rear-view mirror 
before cutting back in. 

12. I will avoid racing, excessive speed, or show- 
off driving at all times. 

13. | will avoid overdriving my headlights at night 
and will dim my lights for approaching traffic. 

14. I will avoid driving too slow in passing lanes or 
in fast-traffic lanes. I realize that the “road hog” and 
slow driver in a fast-speed lane can be almost as dan- 
gerous to traffic as one who drives at excessive speeds. 

15. 1 will carefully watch the other driver and his 
car and try to anticipate his actions or change of 
course or speed. 

16. | will not allow other drivers to use my car un- 
less they also subscribe to these rules of driving. This 
in particular applies to all members of my family who 
use the family car. 

Let us see if we can get a code such as this adopted 
by state licensing boards and highway patrols, as well 
as by the automobile insurance companies. 

1055 Clermont St. (20) (Dr. Gibbens). 


Figure 1 was supplied by the Chrysler Corporation and figure 
2 by the Colorado State Highway Patrol. Figure 3 is reproduced 
with permission from the Denver Post. 
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CLINICAL NOTES 


EVALUATION OF ENZYME TESTS FOR URINARY GLUCOSE 


Jack R. Leonards, Ph.D., Cleveland 


Recently two commercial preparations for testing 
for urinary glucose, Clinistix and Tes-Tape, based on 
the use of the enzyme glucose oxidase, have appeared 
on the market. Outstanding characteristics of each test 
are extreme simplicity and high specificity. The two 
preparations differ in that Clinistix is described by the 
manufacturer as being useful for a qualitative testing, 
whereas Tes-Tape comes with a color chart for quanti- 
tation of urinary glucose. 

At the present time, many clinicians utilize the de- 
termination of the concentration of sugar in urine as an 
important phase of diabetes regulation. This is com- 
monly done by grading the degree of reaction of the 
Benedict qualitative test or by use of the product 
Clinitest. The advent of Clinistix and Tes-Tape makes 
it important to establish whether these preparations do 
or do not have the ability to quantitate urinary sugar. 
Since a number of physicians have pointed out to me 
that they have had difficulty in identifying urines con- 
taining large amounts of sugar by the use of Tes-Tape, 
a study was undertaken to evaluate the degree of 
quantitation possible by this procedure. 


Test Methods 


Random urine samples that were free of glucose, 
collected from hospital patients or from patients re- 
porting to a clinical laboratory for routine urinalysis, 
were used for the current study. No effort was made 
to emphasize any particular type of sample, and all 
urines free of glucose that became so available were 
used. A total of 502 urines were used, and 4,020 tests 
were carried out. Known amounts of glucose were 
added to each urine, with appropriate portions of 50% 
aqueous glucose solution used. This was done by one 
operator, and the urine samples were immediately 
tested by from one to eight different operators, none 
of whom knew anything of the possible distribution of 
samples within a given series of tests or anything about 
the results obtained by the others. The operators were 
all laboratory assistants who had had no previous ex- 
perience with the test and who were given no special 
instructions regarding its performance other than to 
follow the directions on the container carefully. 


Results 


The table shows the tabulation of the results of all of 
the tests done with the various quantities of added glu- 
cose. It becomes immediately apparent that urines 
free of glucose or containing glucose in amounts less 
than 0.25% were for the most part interpreted correctly 
by this method. Of the 2,190 such samples, only 25 
were interpreted as containing 0.5% glucose. This is 
indeed as good as or superior to the results that can 
be obtained with Benedict's solution or with Clinitest. 


From the Department of Biochemistry, School of Medicine, 
Western Reserve University. 


For urines containing 0.5% glucose, Tes-Tape gave 
correct results in about half of the tests, but the con- 
centration was read as 0.25% in the other half. This 
inability to distinguish between 0.25% and 0.5% glu- 
cose should rarely result in the wrong interpretation 
of a patient’s clinical status. 

It is of great significance, however, that urines con- 
taining 2%, 3%, or 4% glucose were in the majority of 
instances interpreted as containing 0.5% or less glu- 
cose. Indeed, in 502 out of 804 tests the wrong inter- 
pretation was made. It is in this area that the greatest 
difficulty would arise with respect to controlling a 
patient’s insulin dosage by this method. It is conceiv- 
able that many patients could be “spilling” large 
amounts of sugar in the urine for considerable periods 
of time but that the reading would still be interpreted 
as 0.5% and the insulin dosage might not be increased. 
Indeed several patients have been seen in which this 
situation actually existed. 


Results Obtained with Tes-Tape on Urines Containing 
Various Amounts of Added Glucose 


No. ot Tests Recorded for Each 


Glucose Concentration of Glucose 

Added, Tests, 
Zo Total No. 0 0.1% 0.25% 0.5% 2% or More 
0 932 907 2% 
01 310 11 265 33 1 
0.25 948 13 238 673 24 
OD 3 2R3 254 13 
1 473 1 26 362 S4 
S68 26 134 
3 276 6 180 9) 
4 160 5 77 7s 


Total tests 4,020 


It should be pointed out that these results in no way 
invalidate the use of these specific enzyme methods 
for the qualitative dectection of glucose. In agreement 
with the manufacturer's statements, both Clinistix and 
Tes-Tape were found capable of detecting amounts of 
glucose as low as 0.1%, and neither of them will react 
with nonglucose reducing substances that may be 
found in urine. The addition of high-purity lactose, 
fructose, galactose, maltose, ribose, or xylose to urine 
in concentrations of 2% resulted in no reaction what- 
soever with either Clinistix or Tes-Tape. 


Summary 


The two commercial specific enzyme preparations 
for testing for urinary sugar, namely, Clinistix and 
Tes-Tape, were both found to be useful for the quali- 
tative detection of urinary glucose. For urines contain- 
ing 0.25% glucose or less, Tes-Tape was found to be 
satisfactory as a quantitative method. For urines con- 
taining more than 0.5% glucose, the use of Tes-Tape 
as a quantitative procedure is unsatisfactory and can 
lead to serious error in the interpretation of a patient's 
clinical condition. 


2109 Adelbert Rd. 
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AN IMPROVED DEVICE TO AMPLIFY THE SOUNDS OF RESPIRATION OF 
ANESTHETIZED PATIENTS 


Sylvan M. Shane, D.D.S. 


and 


Harry Ashman, M.D., Baltimore 


In 1954 we reported in THE JouRNAL ' the use of an 
externally applied throat microphone and amplifier to 
amplify the sounds of respiration in anesthetized pa- 
tients. The throat microphone proved to be somewhat 
impractical for surgery of the neck and related opera- 
tions that might disturb or momentarily move the 


BHEARING | 
EAR PHONE 


Fig. 1.—Breathophone components. 


throat microphone. In addition, the presence of an 
endotracheal tube prevented the larynx from vibrating 
sufficiently to energize the microphone. The apparatus 
described here requires no contact whatsoever with 
the patient. We have named it the Breathophone. It 
consists of a hearing-aid transistor amplifier, a hearing- 
aid earphone that does not have to be worn in the 
ear, and a microphone that is removed from the hear- 
ing aid and placed, by means of a T-tube, anywhere 
within the anesthesia breathing circuit (fig. 1). 

Amplifying the sounds of breathing is highly desir- 
able, since it affords the most accurate means of com- 
munication with an unconscious patient. If breath 
sounds are not audible, the only other means of 
second-to-second communication is the slight rise and 
fall of a rubber breathing bag. Since it is almost im- 
possible to maintain a continuously focused stare at a 
moving breathing bag without eventual self-hypnosis, 
the dependence upon eyesight to determine whether 
a patient is breathing is, in many instances, fraught 
with inefficiency and danger. When a nonrebreathing 
system is used, as is the trend in pediatric anesthesia, 
the distended but motionless breathing bag is totally 
useless as an indicator of respiration. 

The visual observation of a rhythmically expanding 
and contracting chest (or breathing bag) gives one 
no assurance that partial respiratory obstruction does 
not exist. Partial obstruction may be due to mucus, a 
large tongue that may retract posteriorly upon the on- 
set of anesthesia, or simply improper head position 


From the Department of Anesthesiology, Lutheran Hospital 
of Maryland. 


on the operating table. Amplifying the respiration 
helps avoid many of these complications of general 
anesthesia. 

The Breathophone consists of a microphone from a 
hearing aid, which is inserted by means of waterproof 
glue into a cork and reconnected to the hearing aid 
simply by lengthening the wires that originally con- 
nected it within the amplifier. The cork containing the 
microphone is then inserted into a T-tube. The T- 
piece is placed anywhere within the breathing circuit, 
as shown in figure 2. 

The slightest breath will cause the column of air 
within the T-tube to move and strike the microphone. 
The battery-operated all-transistor hearing-aid ampli- 
fier will then amplify the air movement, which can be 
heard through the hearing-aid earphone. The slightest 
breath is amplified so efficiently that, even with the 
most depressed pattern of respiration, the amplifier 
can be operated at less than full volume. It is unneces- 
sary to wear the earphone in the ear. We observed 
that by placing the earphone in a small open-mouth 
jar or paper cup, which acts as a resonator or loud- 
speaker, the sounds can be heard by everyone in the 
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Fig. 2.—Breathophone assembled and attached to the anes- 
thesia machine. By placing the earphone in a small jar or paper 
cup, the sounds of respiration can be made audible throughout 
the operating room. 


operating room. The microphone is a magnetic type 
that is spark-proof, explosion-proof, and moisture- 
proof. This instrument has been of inestimable value 
especially in head, neck, and pediatric surgery. It pro- 
vides an additional and highly important safeguard in 
the care of the unconscious patient. 

730 Ashburton St. (16) (Dr. Shane ). 
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DEATH ON THE HIGHWAYS 


A few weeks ago the newspapers carried headlines 
about the appalling new record of traffic deaths during 
the long Christmas week end. The emphasis on fatali- 
ties served to obscure certain other disconcerting facts. 

Little publicity was given to the number of traffic 
injuries. It is estimated that 35 persons are injured for 
each person killed. Incidentally, there is some disagree- 
ment over the statistical validity of using fatalities as a 
method of evaluating results in traffic accident preven- 
tion. The continual advances in medical care result in 
recovery of a relatively higher percentage of the seri- 
ously injured, and improvements in automobile design 
must have had their effects in reducing the numbers of 
seriously disabled in the crashes that did occur. Assum- 
ing that these hypotheses are correct, the fatality total 
of 40,200 for 1956 indicates that the traffic accident sit- 
uation is worse than it appears to be. 

For years, some experts have found a glimmer of 
hope in the fact that the traffic fatality rate was a 
slowly descending curve—when figured on the basis of 
mileage driven. Now this trend has been reversed by 
the latest figures, and the worst is vet to come. The 
traffic accident problem will get much worse before it 
gets better. On the basis of current rates, the National 
Safety Council estimates that the year 1966 can be 
expected to produce in excess of 53,000 fatalities. 

This is our number | public health problem. We are 
confornted with a massacre without precedent, without 
good reason, and without a ready solution. The control 
methods invoked to date are not adequate. Safety com- 
paigns and local efforts have beneficial effects, but only 
in a temporary and spotty way,unless they point toward 
the correction and improvement of fundamental prob- 
lems. Much driver confusion and error can be eliminat- 
ed by the adoption of uniform traffic laws and uniform 
traffic control devices. Model laws and manuals are 
available for this purpose. Aid and encouragement are 
needed to produce intelligent traffic engineering and 
honest traffic law enforcement aimed at accident pre- 
vention and apprehension and conviction of the drink- 
ing driver, the habitual speeder and violator. There is 
scarcely a civic-minded group without its committee 
on traffic safety, and individual physicians and medical 
societies should give them all the support possible. 
Over and beyond this, heroic measures are needed. 
Bold steps will be necessary before any appreciable 
results are achieved on a national or statewide basis. 
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Of the many factors involved in bringing about im- 
provement, two stand out as of prime concern to the 
medical profession. First, it will be a long while before 
there is any marked improvement in the prevention of 
accidents. Therefore, we must be concerned with pre- 
vention of injury or reduction of the probability of 
severe injury. In this area the greatest good can be ac- 
complished in the shortest period of time. Experi- 
mental tests at Cornell University and the careful 
investigation of recent highway accidents have demon- 
strated the real values of such safety devices as seat 
belts, crash padding, safety door locks, and collapsible 
steering wheels. It is to be hoped that these safety 
features are only the beginning of a new era in basic 
automobile design. Fundamental standard equipment 
should be designed in full recognition of the fact that 
every car may be involved, quite innocently, in a seri- 
ous crash or roll over. Many new safety improvements 
have been made, many more can be made but old 
hazards remain in the competition for horsepower, 
color, frills, and design appeal. The famous race driver 
Barney Oldfield made a statement at a national safety 
meeting after he had become a safety advisor for one 
of the automobile makers in which he proclaimed the 
arrival of “revolutionary new safety features this vear. 
Greater protection for passengers by the elimination of 
protruding knobs and handles on the instrument panel 
... even the key is recessed . . . throttle and choke dis- 
appear on slides in the rounded base of the panel. The 
windshield is wider, giving safer front vision. And the 
cushion of the front seats rounds back over the top, as 
a safety pad for those in the back seat.” This was in 
1936. The welfare of millions of persons can be bene- 
fited by a concerted safety design program of the 
automobile industry. 

The second factor of concern is the automobile driver, 
who is the keystone of the arch of accident causation 
and, conversely, of accident prevention. Only through 
modern, effective driver licensing and control proced- 
ures can we hope to identify those who are safe drivers 
and to exclude from the highways those who would be 
a menace. The right to drive an automobile must be- 
come a sought-after privilege, and not a vested right. 
The limited physical and mental capacities needed to 
learn to drive are no measure of the ability to operate 
the vehicle safely and responsibly in modern traffic. 
Which of the physically handicapped are to be granted 
the privilege, and which are not? How are we to iden- 
tify those with mental handicaps or poor attitudes? 
How important is color perception, tunnel vision, or 
glare recovery? Should the man who has had an attack 
of coronary disease drive a bus, or truck? Who should 
be advised, by his physician, not to drive because of 
current medication or some new physical disorder? 
These are serious questions. In most cases driver li- 
censing has not advanced to where these questions are 
given adequate consideration. It must be recognized 
that driver licensing, a most important factor in traffic 
accidents, is in a pitiful situation. It is still possible to 
obtain a license by mail or without proof of identity 
of the person making the application, and without a 
test of driving ability or knowledge of the laws and 
rules of the road. Some states still regard driver licens- 
ing as a source of revenue rather than a means of 
protecting the welfare of its citizens. None of the 48 
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states ave in agreement on driver licensing provisions. 
Few have made any effort to bring their standards 
abreast of current medical knowledge regarding the 
physical and mental abilities and limitations of indi- 
viduals. 

Much more needs to be known about the individual 
and the interrelationship of his physical and psycho- 
logical processes when operating a modern vehicle. 
Methods for a priori differentiation of the good driver 
from the poor one are sorely needed. Full-scale re- 
search, comparable to that being devoted to other 
major causes of disability, is in order. 

That this subject is a matter of serious medical con- 
cern is evidenced by the inclusion in this issue of THE 
JourNat of a symposium of 12 papers on “The Medical 
Aspects of Automobile Crash Injuries.” 


SALMONELLA FOOD POISONING 


About 150 cases of typhoid have recently occurred 
throughout six midwestern states. Months of intensive 
investigation have failed to reveal the source of the 
infection. During 1955, more than 5,000 persons were 
reported ill due to salmonellosis. Incidents of food 
poisoning, especially attributed to Salmonella, appear 
to be on the increase; but it is obvious that such an in- 
crease represents only those outbreaks and cases that 
have been officially reported, implying the measured 
growth of cases is only a portion of what probably 
is occurring. 

Sir William Savage, in discussing the marked in- 
crease of Salmonella food poisoning in Great Britain,’ 
points out that no outbreak of this type can be fully 
explained, thereby preventing future incidents, unless 
four factors are solved. These are (1) the bacterial or 
other cause of the symptoms, (2) the vectors respon- 
sible for conveying the causal agent to man, (3) the 
reservoir from which the infecting organism originated, 
and (4) the path from the reservoir to the infected 
vectors. Usually the first clue to food poisoning, either 
in an individual or in a group outbreak, is a patient 
who develops gastrointestinal symptoms that war- 
rant calling the family physician. It is information 
gathered by the physician at this time, when promptly 
related to public health officials, that will lead to the 
solving of Savage's four factors, necessary to locate 
the source of the outbreak, and prevent future ill- 
nesses. 

The U. S. Public Health Service feels that improper 
handling of food and lack of adequate refrigeration 
are contributing factors in most outbreaks of salmon- 
ellosis.* Further, mass preparation and dispensing of 
foods in a greater number of public eating places and 
schools has increased the chances of exposure to con- 
taminated foods. While these suppositions do not ful- 
fill all four of Savage's criteria, they do indicate the 
specific need for intense investigation of this particular 
subject. 

At the same time increased emphasis is placed on edu- 
cating those who handle food, a greater effort should be 
made by practicing physicians to provide clues for our 


1. Savage, W.: Problems of Salmonella Food-Poisoning, 
Brit. M. J. 23317-323 (Aug. 11) 1956. 

2. Dauer, C. C., and Sylvester, G.: 1955 Summary of Disease 
Outbreaks, Public Health Rep. 71:797-803 (Aug. 6) 1956. 
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medical detectives to assist them in solving our food 
poisoning epidemics more rapidly. The key to the 
prevention of further outbreaks of food poisoning is 
held by the family physician. 


ABSENCE FROM WORK 


A recent item in THe JouRNAL announcing the avail- 
ability of a publication, “Absence from Work Due to 
Non-Occupational Illness and Injury” (November 3, 
page 980), has resulted in a rush of requests for copies. 
The interest displayed in this report by the Committee 
on Medical Care for Industrial Workers, a joint com- 
mittee of the Council on Medical Service and Council 
on Industrial Health, is not surprising. It is a reflection 
of the concern that the medical profession, industry, 
labor, and community organizations have shown in one 
aspect of the employee’s relationship to his job that has 
far-reaching implications and effects not only on the 
individual and his family but on the entire economy. 

The report, which constitutes the proceedings of 
a conference held last January in Detroit as part of 
the 16th Annual Congress on Industrial Health, con- 
tains the remarks of 22 panel members, most of them 
physicians, who participated in four major panel dis- 
cussions. They presented a concise and well-organized 
summary of the knowledge we possess about the prob- 
lem of work absence as well as the unresolved issues 
still to be explored. 

In addition to the value the conference had in bring- 
ing together physicians engaged in general practice 
and occupational medicine, as well as other medical 
personnel and representatives of labor and manage- 
ment, the meeting highlighted several aspects of the 
problem that are worth noting. One concerned the 
use of the term “absenteeism,” with its connotation that 
work absence is an undesirable trait. There appeared 
to be general acceptance of the ideas expressed that 
not all work absence is necessarily bad, and that, there- 
fore, there are absences “that represent desirable needs, 
sort of investments in better personnel relations, im- 
proved production, prevention of prolonged, costly 
absences, and the loss of key personnel.” 

Another dealt with the observation, based upon 
various studies that have been made, that sickness 
absence is not evenly distributed over an employee 
population but is greatly concentrated in a small group. 
This phenomenon has a great deal of significance for 
the physician in charge of an occupational health 
program as well as for the employee’s own physician. 
Among the problems to be resolved, two are of im- 
mediate significance. One concerns the need for in- 
creasing cooperation between the physician in industry 
and the general practitioner. The other is the need for 
establishing a uniform definition of work absence and 
standard formulas for computing absence rates in 
order to be able to assess the true magnitude of the 
problem of sickness absence. Such uniformity would 
enable comparison of rates not only among different 
companies but among different industries, and for 
the entire working population. These data would, 
moreover, enable the medical profession to identify 
types of illnesses and disabilities, and trends in relation 
to various occupations, and the influence that working 
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environment may have on the early precipitation or 
development of chronic infirmities and disabilities 
among the working population. 

Recognizing the need for developing such defini- 
tions and measurements, the Committee on Medical 
Care for Industrial Workers is presently engaged in 
such a project and hopes to have such a guide avail- 
able within the next few months. The adoption of such 
a guide can be an important step in bringing about a 
better understanding of the total problem of work 
absence due to illness and injury and in paving the 
way for closer cooperation among all those whose ef- 
forts are directed toward reducing disability absence. 


COLORED GLASSES 


Among the most beautiful products of modern 
technology are the numerous colored transparent sub- 
stances that have been made available for such pur- 
poses as the packaging of merchandise and the illumi- 
nation of displays. Any desired color can be had in 
any desired degree of purity, filters for every imagin- 
able purpose are elaborately catalogued, the 
student of physiological optics can repeat with more 
striking effect than ever the classic experiments of 
Helmholtz, Young, and Hering with color boxes, after- 
images, mixing wheels, and so on. In color photography 
and color television the use of filters and pigments 
reaches a climax of complexity and magnificence. 
These are exemplified in such color films as those on 
bronchoscopy by Holinger and in the surgical telecasts 
in color that have been a special attraction of A.M.A. 
conventions since 1949. 

It is unfortunate though natural that not all the 
anticipated applications have been successtul. The 
feeling of regret is aroused by consideration of the 
recurrent efforts to discover special virtues in tinted 
screens for television viewers, tinted spectacles for 
sunbathers, and tinted windshields for automobile 
drivers. The misleading nature of the claims made for 
some of these items in the past was well brought out 
in an article by Dr. Alfred Cowan.’ 

In connection with automobile driving, especially at 
night, it was shown that any colored lens impaired the 
driver's ability to discriminate colors. At one time it 
was reported * that 5 million cars were “slated to get 
hued windshields in the next 18 months” and that this 
prospect was bringing “howls of anguish from owners 
of drive-in theaters” because the supposedly glare- 
resistant windshields were blurring black-and-white 
motion pictures, making Technicolor unrecognizable, 
and spoiling three-dimensional effects. A campaign 
was launched by the International Drive-In Theatre 
Owners Association “to persuade automobile manu- 
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facturers to attack the problem of glare in some other 
way.” Tinted lenses similarly interfere with the enjoy- 
ment of television in color. 

These facts add to the interest of a study on the 
problem of snow goggles.’ The imminence of February, 
the month of heaviest snowfall, makes it timely. 
Wyszecki notes that safe driving or skiing in the “arctic 
whiteout” depends on the early recognition of cracks, 
holes, and humps in the snow field and considers 
whether one or another color might be best for snow 
goggles, or whether, indeed, any color might be better 
than strictly neutral glasses designed to absorb uni- 
formly over the entire visible spectrum. His conclusion 
is that for this purpose “even red glasses of extreme 
purity are not significantly more effective than 
neutral glasses.” 

Under the conditions of the arctic whiteout a different 
optical principle has a curious application. The pinhole 
camera is familiar to students of physics as presenting 
a dilemma: the smaller the pinhole, the sharper the 
focus, but the dimmer the image. This seems at first 
like a regrettable shortcoming, but in at least one situa- 
tion it is actually an advantage. It has long been known 
to Eskimos that an otherwise dazzling landscape of 
snow can be viewed comfortably by making pinholes 
in a sheet of opaque substance, and that near-sighted 
and far-sighted people can see things more distinctly 
than usual by this device. It is also a standard experi- 
ment in physiology to show that a small object can be 
seen distinctly when held much closer than the normal 
near-point if a card with a pinhole is interposed be- 
tween object and eye. This principle has been used 
not only in protecting the eyes of explorers in polar 
regions but also to help patients waiting for their eye- 
glasses after cataract operations or to enable patients 
in the ophthalmologist’s waiting room to read while 
under the temporary influence of a cycloplegic drug. 
Disposable “pinhole specs” are on the market. 

Neutral glasses, reducing the over-all brightness of 
the transmitted light without imparting any one 
color, are useful in many situations. It is worth point- 
ing out, however, that “no commercially marketed 
sunglass is sufficiently dense to permit direct gaze at 
the sun.”* This warning has to be repeated whenever 
astronomers predict an eclipse of the sun. The 15 cases 
of retinal burns reported by two French physicians 
after an eclipse in 1955 must have been only a small 
fraction of those that occurred in France, and 37 cases 
were reported in India after a solar eclipse in 1956. 

Red glasses are useful to roentgenologists in prepar- 
ing for sessions with the fluoroscope. The continued 
use of enough red light for seeing, and even for read- 
ing, does not prevent dark adaptation to the rest of the 
spectrum.” This fact is applied in the lighting of in- 
strument panels for aircraft, where it is found that dials 
illuminated with red light can be seen without impair- 
ing dark adaptation.” This fact also gives rise to certain 
dilemmas for which there is no single complete solu- 
tion. There now is, however, an adequate factual basis 
for replies to most of the questions a patient is likely 
to ask his doctor. As regards the standard sun- 
glass listed in the Survival and Personal Equipment 
Officer's Manual and in the Air Force stock catalog,’ 
the inquirer can be told that it has 15% transmission 
over the visible range, that it looks black or gray, and 
that no color predominates. 
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THE PRESIDENTS PAGE 


A MONTHLY MESSAGE 


Today marked the start of the American Medical 
Associations program to encourage all persons, 
especially those up to age 40, to have the recom- 
mended three shots of Salk poliomyelitis vaccine be- 
fore the 1957 season begins. 

Representatives from state and territorial medical 
societies met in Chicago today at a special A. M. A.- 
called session to hear about the all-out effort to protect 
millions of American adults, teen-agers, and children 
against poliomyelitis. The medical societies were 
urged to assume leadership in their states and terri- 
tories and to conduct campaigns to get more persons 
inoculated, preferably before June 1. 

Today's meeting was convened by the American 
Medical Association after a preliminary planning ses- 
sion in Washington earlier this month. Under the 
chairmanship of Dr. Julian P. Price of the A. M. A. 
Board of Trustees, a physicians’ program against 
poliomyelitis, spearheaded by the A. M. A., was out- 
lined. Representatives physicians and guests 
trom the A. M. A., the American Academy of Pedi- 
atries, the American Academy of General Practice, the 
U. S. Public Health Service, and the Association of 
State and Territorial Health Officers. 

These representatives recommended that — the 
A. M. A. call the special Chicago meeting and that 
the states be encouraged to develop and implement 
a program designed to stimulate the general public to 
be inoculated. They also recommended that the 
A. M. A. appoint a special Committee on Poliomyelitis 
to promote the program. These recommendations have 
been endorsed by the Executive Committee of the 
A. M. A. Board of Trustees. 

At the Chicago meeting representatives of the medi- 
cal societies were told that statewide programs should 
be started immediately if the first injections are to be 
given by March | and if the series of three injections is 
to be completed before the poliomyelitis season ar- 
rives. Inertia and apathy, they heard, are primarily 
responsible for the failure of large segments of the 
public to be vaccinated. 

The representatives also were given detailed re- 
ports on various poliomyelitis vaccine programs carried 
out in North Carolina; Michigan; New York City; 


Chicago; Akron, Ohio; and Dade County (Miami), 
Florida. These programs were outlined so the states 
can adapt plans of their own from the experiences of 
other states and counties. 

1 would like to give my personal endorsement to all 
state poliomyelitis vaccine campaigns and urge all 
physicians to cooperate in every way possible to pro- 
mote the use of the vaccine. The vaccine has proved to 
be safe and effective, and it is urgent that the medical 
profession do everything it can to assure Americans of 
protection before the summer's peak of poliomyelitis. 

There is now a manufacturer's backlog of more than 
17,000,000 cc. of the vaccine. By using the vaccine in 
the next few months we can reduce paralytic polio- 
myelitis to a negligible amount this year. 

It is important, too, that we get young adults to take 
the Salk vaccine. Poliomyelitis is becoming a more 
serious problem for adults, and now that the vaccine 
is plentiful we should work diligently to get these 
potentially susceptible persons inoculated. 

The size of the task is enormous, and the time is 
short. These factors, however, need not be barriers, for 
physician cooperation and public enthusiasm can over- 
come them quickly and easily. There are materials 
available for public education if we need them, so | 
do not believe we should allow the size of the job or 
the time element to deter us. 

The work of physicians around the nation in inocu- 
lating younger persons and expectant mothers has been 
a tribute to our devotion to patients and preventive 
medicine. Now we have another opportunity—perhaps 
even a greater one—to prove our desire to protect 
Americans from the possible paralytic effects of 
poliomyelitis. 

Now that your American Medical Association has 
launched this program, Americans in every state are 
looking to you and to your state medical societies for 
a large-scale poliomyelitis vaccine program that will 
protect them and their families. Let us not fail them or 
our profession. 

This is your program—a_ physicians’ campaign 
against poliomyelitis. | urge you to give your best. 


Dwicut H. Murray, M.D., Napa, Calif. 
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ORGANIZATION SECTION 


STANDARD NOMENCLATURE INSTITUTES IN 
1957 


The American Medical Association has announced 
plans to conduct two, and possibly three, short courses 
on the use of the Standard Nomenclature of Diseases 
and Operations during 1957. The first institute will be 
in Roanoke, Va., March 11-13, and the second in San 
Francisco, Aug. 5-7. These three-day meetings are con- 
ducted as a special service to medical record librarians 
and others using the Nomenclature in the hospital, doc- 
tors office, or medical clinic. Lectures are given by 
Adaline C. Hayden, C.R.L., associate editor, on the 
theory, construction, basic principles, special and 
specific problems, and installation of the system. 
Anatomy lectures are given by Edward T. Thompson, 
M.D., editor of the Nomenclature and coordinator of 
professional services, hospital facilities, U.S. Public 
Health Service, Washington, D. C. 

Registration for each session is limited to the first 
100 applicants. Anyone contemplating the installation 
of the system or already using it and employed as a 
clinic clerk, doctor's secretary or receptionist, or nurse 
or physician may attend. Tuition is free. Applications 
should be sent to Mrs. Hayden at A. M. A. Head- 
quarters, 535 N. Dearborn St., Chicago 10. 


A. M. A. GRANTS-IN-AID FOR RESEARCH 


The Committee on Research of the American Med- 
ical Association announces that the Subcommittee on 
Grants-in-Aid is prepared to make grants up to $500 
in 1957 to supplement clinical investigation and basic 
medical science research. Grants will be made for the 
purchase of supplies, animals, and equipment but are 
not intended for the payment of salaries of full-time 
or part-time secretarial or technical help, labor, or 
overhead. No more than two awards will be made in 
any one medical school for this purpose. The tentative 
closing date for the receipt of applications has been 
set for April 1, 1957. More complete information con- 
cerning the program and the application blanks may 
be obtained by writing to the Secretary, Committee 
on Research, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 


STUDIES ON UNIFORM CHEMICAL 
LABELING LAW 


A program to protect the public from the dangers 
of mislabeled household and commercial chemicals 
has been launched by the American Medical Associa- 
tion. Through its Committee on Toxicology, informa- 
tion is being gathered on existing state labeling 
regulations with the idea of developing model legisla- 
tion on the precautionary labeling of chemical prod- 
ucts that are not now so regulated, such as paints, 
paint removers, heating and cooking fuels, household 
polishers and cleansers, laundering items, and others. 
The end-result would serve as a guide for uniform 


regulations that would require labels to contain in- 
formation on the product’s contents, possible dangers, 
directions for safe use, and first-aid instructions. Ac- 
cording to Bernard E. Conley, Ph.D., Committee Sec- 
retary, there are at least a quarter of a million different 
trade-name substances now on the market. Without 
proper labeling, physicians and the public may not 
know about harmful materials in these products and 
the ways of treating poisonings from them. 

The American Academy of Pediatrics, American 
Public Health Association, American Pharmaceutical 
Association, National Safety Council, trade associa- 
tions, and state and national governmental agencies 
are being consulted on this problem and its solution. 


A. M. A. RURAL HEALTH MEETING IN MARCH 


“Together We Build” will be the theme of the Amer- 
ican Medical Association's 12th National Conference 
on Rural Health, March 7-9, at the Brown Hotel, 
Louisville, Ky. The principal subjects to be discussed 
are the need for frequent and thorough physical ex- 
aminations, the impact on health of modern living, 
rural economics in relation to health, and the migrant 
labor problem. Sponsored by the Council on Rural 
Health, this vear’s conference will begin at 10 a. m. 
Thursday, March 7, and end at noon on Saturday, 
March 9. 


MEDICAL EDUCATION FOUNDATION DRIVE 


The 1957 fund drive of the American Medical Edu- 
cation Foundation for the nation’s medical schools will 
open with a meeting for state chairmen on Sunday, 
Jan. 27, at the Drake Hotel, Chicago. Each state may 
send one delegate, although all physicians interested 
are welcome to attend. 


NEW RADIO SERIES ON SURGERY 


In a new series of radio transcriptions that the 
American Medical Association is preparing for use 
over local stations, the public will be able to hear 
descriptions of actual surgical procedures performed 
by eminent surgeons. While operating, the surgeon 
will comment in terms that the average person will 
understand. This series, a replacement for one pro- 
duced some years ago, is being prepared by the Bur- 
eau of Health Education in consultation with the 
officers of the A. M. A. Section on Surgery. The 13- 
program series will be available for placement on radio 
stations by local medical societies about March 1. 


JOURNAL INDEX 


The index to volume 162 of THE JouRNAL of the 
American Medical Association appeared in the Jan. 
12, 1957, issue. Those who wish extra copies may 
receive them without charge on request to the Order 
Department, 535 N. Dearborn St., Chicago 10. 
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PROCEEDINGS OF THE SEATTLE CLINICAL MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN SEATTLE, NOV. 27-30, 1956 


(Continued from page 198) 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, sub- 
mitted the following report, which was adopted: 

Resolution No. 2 on Support of a People-to-People 
Friendship Program: It has been stated that the 
prestige of the United States has declined abroad. 
This resolution is the outgrowth of a conference held 
in Washington at the call of President Eisenhower. 
Dr. Louis H. Bauer was a participant in that con- 
ference and Dr. Bauer was appointed chairman of the 
Medical and Ancillary Services Group. It is hoped 
to further the exchange of ideas between our country 
and most of the foreign countries of the world, if our 
American ideology is eventually to win out in the 
great struggle being waged between the two opposing 
ways of life. Your committee concurs in this resolution 
and recommends that it be adopted. 


No. 3. Resolution on Annotation of American Medical 
Association Policies 


The following resolution was introduced by Dr. 
Robert N. Larimer on behalf of the Lowa State Medi- 
cal Society and was referred to the Reference Com- 
mittee on Miscellaneous Business: 


Wuereas, There are many areas in which organized medi- 
cine must make its views a matter of record; and 

Wuereas, The policies and procedures of the American 
Medical Association should at all times be known to all of its 
members and are of particular interest to the officers of state, 
county, and local medical societies and to the legal or lay 
advisors of those groups as well as to many individuals in 
public life; and 

Wuereas, At the present time the policies of the American 
Medical Association are not available in any simplified, orderly 
form, and interested individuals who wish to determine the 
current attitude of the American Medical Association in regard 
to a particular question must, in consequence, enter into cor- 
respondence with the Headquarters staff or search through 
published minutes and transactions of the House of Delegates, 
or for background information must check various handbooks, 
council or committee reports, and other types of source mate- 
rial; and 

Wuereas, These methods of finding information are slow, 
inefficient, and at times inadequate; and 

Wuereas, At times it even then is not altogether clear 
whether the statements that have been found constitute a 
policy adopted by the American Medical Association or merely 
a suggestion that one of its councils or committees has made; 
anc 

Wuereas, Many national organizations such as the United 
States Chamber of Commerce, the Girl Scouts, the Boy Scouts, 
and others have developed statements of policy which are 
revised yearly, or when deemed necessary, and these statements 
are available in even the smallest local units of those organiza- 
tions; and 

Wuereas, The Council on Medical Service and some depart- 
ments of the American Medical Association have made com- 
mendable efforts to define their policies in the past two vears, 
and these efforts should be extended; and 


WHEREAS, ‘The attitudes of the American Medical Association 
may change from time to time, and it is thus reasonable that its 
statement of policies should be annotated, brought up to date, 
and revised yearly; be it 

Resolved, That the Board of Trustees of the American Medi- 
cal Association is directed to investigate the practicability of 
developing a statement of policies of the American Medical 
Association, and to arrange for the yearly publication of re- 
vised versions of that statement of policies. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, read 
the tollowing report, which was adopted: 

Resolution No. 3 on Annotation of American Medi- 
cal Association Policies: Your reference committee 
agrees in principle with the ideas embodied in this 
resolution and is informed that already the Board of 
Trustees is aware of this problem. Your committee 
wishes to amend the resolved portion so that it would 
now read: “Resolved, That the Board of Trustees of 
the American Medical Association be directed to con- 
tinue to investigate the practicability of developing a 
statement of policies of the American Medical Associa- 
tion and to arrange for the periodic publication of 
revised versions of that statement of policy, the fre- 
quency of revisions to be determined by the Board 
of Trustees.” 


No. 4. Resolutions on Approval of Hospital Residencies 
and Internships 


Dr. Cleon A. Nate, for the Indiana State Medical 
Association, introduced the following resolutions, 
which were referred to the Reference Committee on 
Medical Education and Hospitals: 


Wuereas, Certification by the various specialty boards has 
become a prominent factor in the educational program of the 
medical profession; and 

Wuereas, The American Medical Association through its 
Council on Medical Education and Hospitals is participating 
in and coordinating these certification programs; and 

Wuereas, The operation and reputation of educational insti- 
tutions and hospitals and the welfare of the physicians who are 
members of those staffs are adversely affected by abrupt with- 
drawal of approval or downgrading of the intern or residency 
training programs of these institutions without due notice or 
without opportunity to correct such deficiencies as may be 
alleged to exist; now theretore be it 

Resolved, That the Council on Medical Education and Hos- 
pitals of the American Medical Association be requested to 
urge each specialty board to give a minimum of 6 months 
notice to each educational institution and/or hospital of any 
intended withdrawal or downgrading of an approved program, 
giving the institution an opportunity to correct such deficiencies 
that exist and giving the representatives of that institution an 
opportunity to be heard with respect to the suggested changes; 
and be it further 

Resolved, That the withdrawal or downgrading of the ap- 
proval of the medical training program of any such institution 
shall be effective at the end of this designated period if the 
institution has failed to demonstrate that the specified deficien- 
cies no longer exist. 
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REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, sub- 
mitted the following report, which was adopted: 

Resolution No. 4 on Approval of Hospital Residen- 
cies and Interships: Your reference committee would 
like to call to the attention of the House of Delegates 
the position of the Council on Medical Education and 
Hospitals as set forth in its current annual report. 
It recognizes the importance of flexibility and judg- 
ment in the application of any set of standards to a 
particular local situation. It is apparent that the intent 
of this resolution is already an important objective 
of the Council which it is implementing through 
cooperation with the various specialty boards. This 
has already led to considerable progress in terms of 
meeting the problem dealt with in the resolution, i. e., 
to assure that an educational program in a hospital or 
other institution will not be precipitously disapproved 
without reasonable, fair warning and reconsideration. 
Therefore, your committee recommends that this 
resolution be approved and a copy sent to the Council 
on Medical Education and Hospitals to assist it in 
further implementation of its policies. 

No. 5. Resolutions on Principles of Medical Ethics 


Dr. Charles H. Richardson, for the Georgia delega- 
tion, presented the following resolutions, which were 
referred to the Reference Committee on Amendments 
to the Constitution and Bylaws: 


Wuereas, The proposed revision of the Principles of Medical 
Ethics of the American Medical Association has been designed 
to serve as a broad general guide in the area of ethics and pro- 
fessional conduct; and 

Wuereas, The said revision does not in itself make any 
action ethical or unethical; and 

Wuereas, The said proposed revision would require a phy- 
sician to obtain specific rulings for guidance in any given 
situation; and 

Wuereas, Sections 3, 4, 6, 11, 28, and 29 of the said pro- 
posed revision do not explicitly condemn the corporate practice 
of medicine; an 

Wuereas, The said proposed revision has many loopholes 
permitting loose interpretation of the true meaning of medical 
ethics; now therefore be it 

Resolved, That the said proposed revision be amended so 
that no statement therein may be construed as condoning the 
corporate practice of medicine; and be it further 

Resolved, That the following words be inserted in the proper 
place in the said proposed revision: “Nothing in these Principles 
of Medical Ethics and Precepts of Manners of the American 
Medical Association is meant to condone the corporate practice 
of medicine or to condone policies that result in the diversion 
of physician’s fees to a corporation or governmental agency;” 
and be it further 

Resolved, That the Judicial Council and the Council on Con- 
stitution and Bylaws prepare sufficient rules and regulations to 
implement the interpretation of the said proposed revision. 

Norte: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regard- 
ing Resolution No. 5 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 

No. 6. Resolution on Intern Shortage 

Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Medical Educa- 
tion and Hospitals: 


Wuereas, The House of Delegates of the American Medical 
Association, meeting in Atlantic City in 1955, approved the 
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report of the Council on Medical Education and Hospitals 
including the Ad Hoc Committee on Internships recommen- 
dation on the “25% rule”; and 

Wuereas, Continued study of the intern shortage in Penn- 
sylvania indicates that some hospitals with excellent intern 
training programs did not secure 25% of their desired quotas of 
interns in 1956; and 

Wuereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its 1956 annual session disapproved 
of the “25% rule” in the Essentials of an Approved Internship 
and instructed their delegates to work for its deletion; now 
therefore be it 

Resolved, That this House of Delegates of the American 
Medical Association disapprove the “25% rule” and direct the 
Council on Medical Education and Hospitals to delete it from 
the Essentials of an Approved Internship. 


REPORT OF REFERENCE COMMITEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. William A. Hyland, Chairman, Michigan, read 
the following report, which was adopted: 

Resolution No. 6 on Intern Shortage: Your commit- 
tee is aware of the long-standing study of the intern- 
ship by the Council on Medical Education and Hospi- 
tals and that, following a very careful and intensive 
study by the Ad Hoc Committee on Internships, 
recommendations were made with regard to the one- 
quarter rule and, further, as stated in the latter report: 
“any requirement of this nature (one-quarter rule) 
must be under constant review and subject to broad 
revision as experience with its operation may dictate.” 
Your reference committee would like to point out 
that this requirement will not go into effect until 1958. 
Since this House has already approved of the principle 
of the one-quarter rule and included this principle in 
the Essentials of an Approved Internship adopted by 
the House in December, 1955, it would seem to your 
reference committee premature to change this require- 
ment until it has been given a fair trial. Your reference 
committee, therefore, recommends that this resolution 
be not adopted. 


No. 7. Resolutions on Shortage of Interns 


Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolutions, which were re- 
ferred to the Reference Committee on Medical Educa- 
tion and Hospitals: 


Wuereas, Continuing study of the “intern shortage” shows 
that in 1955 there were 11,048 approved internships and only 
6,960 American medical graduates to fill those internships; and 

Wuereas, Previous attempts to narrow the gap between ap- 
proved internships and available physicians have not been too 
successful; and 

Wuereas, The Council on Medical Education and Hospitals 
J. A.M. A. 1463316 [Sept. 25] 1954 has stated that “A careful 
self-appraisal by hospitals of their individual needs could result 
in a sharp decline in, if not the elimination of, the over-all short- 
age, and 

Wuereas, Such a voluntary reduction could very well deter 
a spiraling financial bidding for interns; and 

Wuenreas, A voluntary reduction of 25% of its intern quota 
by every approved hospital in the country could greatly alleviate 
the intern shortage and contribute to better and more diversified 
intern training programs in the smaller hospitals; and 

Wuereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its annual session in 1956 approved a 
resolution of one of its component societies that a voluntary or 
arbitrary reduction of the quota of interns in every approved 
hospital in the country be sought; therefore be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association again approve the principle of a voluntary reduc- 
tion in the self-assigned quota of interns as printed in the 1956 
handbook of the National Intern Matching Program, Inc,; and 
be it further 


‘ 
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Resolved, That this House of Delegates urge every approved 
hospital to reduce voluntarily its self-assigned quota of interns 
by 25%. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. William A. Hyland, Chairman, Michigan, pre- 
sented the following repert, which was adopted: 

Resolution No. 7 on Intern Shortage: This House 
has gone on record on numerous occasions emphasiz- 
ing that internship is an educational experience and 
any service rendered is secondary to the primary 
educational function of a hospital. Further, as long 
as all candidates secure intern positions that offer 
sound educational experience, one should not use the 
term “intern shortage.” On the contrary, there is ac- 
tually an excess of internships. In view of the fact 
that there is such a marked excess of intern positions 
over the available candidates for these positions, your 
reference committee would like to present the follow- 
ing amended resolution which actually represents a 
direct quotation from part of the original resolution: 


Wuereas, The Council on Medical Education and Hospitals 
(J. A.M. A. 1463316 [Sept. 25] 1954) has stated that “A care- 
ful self-appraisal by hospitals of their individual needs could re- 
sult in a sharp decline in the number of internships”; therefore 
be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association again approve the principle of a voluntary reduc- 
tion in the self-assigned quota of interns as printed in the 1956 
handbook of the National Intern Matching Program, Inc. 


No. 8. Resolutions on Pre-Retirement Financing of 
Health Insurance for Retired Persons 


Dr. James Z. Appel, for the Pennsylvania delegation, 
introduced the following resolutions, which were re- 
ferred to the Reference Committee on Insurance and 
Medical Service: 


Wuereas, At the present time many older persons are finding 
it more difficult to obtain adequate financial resources for medical 
care; and 

Wuereas, Health insurance coverage both nonprofit and com- 
mercial does not usually continue after retirement after employ- 
ment; and 

Wuereas, The Commission on Geriatrics of the Medical So- 
ciety of the State of Pennsylvania has had the problem under 
study for several years and has produced a plan entitled Pre- 
Retirement Financing of Health Insurance for Retired Persons; 
and 

Wuereas, This Plan (Appendix A) advocates administration 
by the Department of Health, Education and Welfare, Bureau 
of Old-Age and Survivors Insurance, which would be a further 
extension of government into the field of medical care; and 

Wuereas, The objectives of the plan are of great importance 
to the health needs of the nation; and 

Wuereas, The house of delegates of the Medical Society of 
the State of Pennsylvania at its 1956 annual session approved 
submission of the plan for study and action by the American 
Medical Association; therefore be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association present this plan to the appropriate council of the 
American Medical Association for a full study based upon 
actuarial and other methods; and be it further 

Resolved, That the council recommend possible methods of 
implementing this plan at the national level on a voluntary basis, 
utilizing existing nonprofit or commercial insurance companies; 
and be it furthe 

Resolved, That a full report of the council’s study and recom- 
mended methods of implementation be presented within one year 
to the House of Delegates of the American Medical Association. 
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Appendix A 
PreE-RETIREMENT FINANCING OF HEALTH INSURANCE 
FOR RETIRED PERSONS 

Prepared as a report for the Commission on Geriatrics of 
The Medical Society of the State of Pennsylvania by Dr. Joseph 
T. Freeman. 

There is an increasing awareness of social as well as individual 
limitations in the medical management of the older patient. 
Despite normal boundaries to their responsibilities as health 
officers, physicians have been reproached for reasons that go 
beyond their inherent role. Following the accepted channels of 
symptoms and signs to diagnosis and treatment, they have stum- 
bled into a strange and difficult realm of conflicting social prob- 
lems and interests. This is a strange melee composed of the total 
as well as proportional increases in the numbers of the elderly, 
associated increases in the figures for long-term illness, particular 
features of the costs of medical care in the senescent that are 
linked with an accelerating progress in therapy, and general 
modifications in the environment as well as the nature of dis- 
eases. The aloofness of the old clinician wrapped in his classical 
cloak is not in the current mode. While working in a confining 
routine of petty to gross pathologic states, the physician has had 
few opportunities, and little of the training, necessary to permit 
him to evaluate all of the new forces and circumstances in health. 
In the field of geriatrics and collateral interests, there is an in- 
creased likelihood that the total pattern of the patient’s life will 
be seen. This is salutary because the expanding span of individ- 
ual existence has been changed only in a secondary way by 
medical intervention. Primary changes have been effected by 
advances in bacteriology, immunology, public health and sani- 
tation, food supervision, water control, urban cleanliness, and 
infant care. Historically major health prdégress predated medical 
specificity, but the elaboration of the latter has become a force 
capable of influencing every individual’s existence. Increasingly 
effective medical measures are now being distributed more wide- 
ly, and are having an impact that is forcing an inquiry into the 
total aspect of medical care. 

The general distribution of common hygiene has become a 
right rather than a privilege. The use of specific measures in 
specific conditions with a predictably satisfactory result magni- 
fies the physicians’ capabilities and his associated responsibilities. 
The result is to raise the horizons of health problems in an indi- 
vidual, to level out the formerly acceptable extreme fluctuations 
in well-being, with a natural progression to longer living that is 
merged with the singular features of that stage of life. The period 
of certitude in medicine is not very old; it is much too short to 
have influenced anything as complex as a pathologic trend, In 
the last century there has been time only to safeguard man’s 
potential life span from premature terminating agencies and 
insufficient time to change his general reactions or to extend his 
chromosomal endowments very much. 

All of these difficult forces become focused in the physician 
who must contribute the products of his experiences to the crea- 
tion of new social and economic answers equal in validity to his 
medical status. The potentiality of effective medical care in en- 
virons adequate for its exposition must be balanced by methods 
of financing which will not disturb the national economic pic- 
ture. It would be a distortion and unfortunate precedent to cre- 
ate a state-paid, tax-supported medical structure for older 
persons as a welfare package in a competitive economy. Even 
the consideration of a transitional empirical plan to a time when 
volitional arrangements could be developed is difficult because 
of the eventual disruptions associated with rescinding such 
“ideal” arrangements. 

There can be many practical methods of financing the medical 
care of older people. Such a person generally has made full actu- 
arial payments into Old-Age and Survivors Insurance, has an 
average of over forty years of work behind him, has not been 
able to amass more than a modest amount of income-producing 
capital assets, has medical needs that rise with the years as his 
income falls, desires to be as independent as possible through 
his life span, and must be able to be realistic about his personal 
and family health situations without destroying all that he has 
worked for. An alert expanding economy should be able to de- 
fine some method of meeting these needs utilizing traditional 
national methods. 

The aging population in the United States passed 14 million 
of those 65 years of age and over in 1956 which is almost 8.5% 
of the national scene, figures that have quadrupled in 50 years. 
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By 1950, the number of aging women surpassed the number of 
aging men in an unusual historical achievement that demon- 
strates certain biological characteristics brought out by the rela- 
tion of the control of the environment to the pace of senescence. 
The number of people attaining the 65th year in this country 
daily totals more than 1,000. More than 40% of the American 
electorate is at least 50 years old. These and subsequent statistics 
can be only approximations because of the rapidity with which 
they change. 

Of the 14 million older people, about 4 million are employed, 
6 million are receiving Old-Age and Survivors Insurance, a little 
more than 2 million are receiving Old Age Assistance, | million 
have adequate private sources of income, and about twice that 
many have no income. Discrepancies are due to the approxima- 
tions and to overlapping; for example, some of those with income 
received OASI distributions. In the 65-69 year age group, 60% 
are employed. In the next 5 year segment, 40% are employed, 
and this drops to 20% in those over 75 years of age. As to em- 
ployment and the reception of social security payments, only 5% 
of the eligible retire of their own volition. About 40% more retire 
as the result of ill health. Of those currently receiving this type 
of insurance, 3 out of 4 are over 65, and 2 out of 3 have an 
obvious degree of physical limitation. In this insured segment, 
chronic disease is at least three times as common as in younger 
fractions of the population. 

An American family spends an average of 5% of its income an- 
nually on all forms of health care and protection. The total health 
bill amounts to an annual charge of 10 billion dollars, of which 
4 billion is paid to physicians, 2 billion goes to hospitals, 1.6 
billion is paid to dentists, and the remainder covers drugs, health 
insurance, appliances, and incidentals. An average family has a 
yearly medical bill of $207 whereas among aged persons living 
as couples without other family medical responsibilities, the an- 
nual cost is about $160. The difference is not necessarily com- 
pounded of needs, but is based on a variety of complex condi- 
tions. There are 12 hospital admissions per 100 persons per 
annum in this country. An average general admission consists of 
about 10 days which is a total of 1'5 hospital days per persons 
in all age groups each year. Generally the average hospital stay 
for the older patiént is not much different from that of the 
younger ill. Figures for pulmonary tuberculosis and mental 
health in the young more than balance total custodial care, men- 
tal disease, terminal cancer care, and other long-term conditions 
in the old. 7 

It has been stated that average expenditures for medical care 
do not appear to be related to age, but there is a tendency for 
increases through the years to be associated with increasing age. 
This is demonstrated in the following statistics from the Social 
Security Board. 


Percent Spending 


Age Average Annual Medical Expenses More Than $200 
65-69 81.00 11 
70-74 73.00 9 
75-79 58.00 7 
103.00 15 


In families headed by males over age 65, coverage with per- 
sonal health insurance drops from 70% to 50%, and after age 75, 
down to 35%. In families headed by females in the same age 
groups, the figures are respectively, 69% to 32%, and then down 
to 27%. These figures are related to the time when Old-Age and 
Survivors Insurance income starts. Among those receiving Old 
Age Assistance, as a form of welfare relief, only about 1 in 10 
has some form of voluntary health coverage. Survival time for 
those on retirement at age 65 has risen from 3 to 6 years, and 
general life expectancy has risen to almost 14 years, with women 
outliving men by almost 5 years on the average. In those older 
couples who have an annual income of at least $1,800, 94% were 
able to pay their own medical expenses, although this type of 
observation is deceptive and ranges all the way from self-neglect, 
fear of medical costs, to relative good health. Where total medi- 
cal need and responsibility were met, the utilization of capital 
assets made such independence possible. 

Nonprofit personal hospital insurance plans such as Blue Cross 
must be regarded as still being in a pioneer phase, despite al- 
most a quarter of a century’s existence and a membership of 
over 50 million. More than half that number have medical pay- 
ment coverage under the Blue Shield. A fixed nation-wide policy 
has not been possible for such organizations because they are 
regionally adapted autonomic plans. Generally it has been neces- 
sary for these organizations in the creation of sound reserve poli- 
cies to avoid the older age person, particularly those not group- 
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affiliated. Of all nongroup Blue Cross contracts that are available, 
70% are restricted relative to non-group enrollment after the age 
of 65. Typical Blue Cross-Blue Shield rates for the older couple 
ranges from $70 to $200 per annum, depending on the type of 
contract and the locality. This particular type of medical eco- 
nomic agency is very aware and concerned about its responsibili- 
ties to the older individual who, in his younger vears, has been 
permitted to be a member and to contribute to the effective 
structure. In some fortunate instances, the individual is per- 
mitted to continue membership, despite his age, having assumed 
a contract before the excluding age level. It is recognized freely 
that “old age protection . .. will . . . be inadequate as long as 
there are no insurance provisions to meet their special needs 
which arise out of illness and the costs of health services.” There 
are two general factors today in such voluntary health insurance, 
namely, (1) that the aging have a steadily lessening opportunity 
to get such coverage, and (2) there is a tendency to an inade- 
quate means of maintaining this type of protection if they have 
had it under a previous higher income level. Under average 
circumstances, “expenses for medical care can be expected to 
represent a major living cost of old age.” 

Under the plan of OASI, an individual is taxed 2% of his in- 
come up to $4200 which is matched by an equal tax on the 
employer on this amount. Practically the entire working popu- 
lation of the United States is covered by this insurance plan 
which has gone through the most difficult phase of its existence 
without fiscal hazard. Among the recipients of OAA, average aid 
is $50 monthly with a national range of $27-$79. Four-fifths of 
the first $25 and half of the balance is allocated by the federal 
government. With the growth of the former insurance plan, there 
has been a definite reduction in the need for the latter aid plan. 
This has been the conversion from a general tax-supported 
method to a specific premium payment plan with a national 
saving in the general budget, aside from the human values and 
privileges involved. In time this method might be able to erase 
the statement that “old age beneficiaries relied heavily on their 
assets to meet large medical bills”, which is of great importance 
for those unable to earn new asset increments due to age, illness, 
or employment barriers. 

The Chamber of Commerce summarized health services under 
nine headings: 

Private insurance 
2. Hospital and medical services 
3. Blue Cross and Blue Shield 
4. Employee pions 
5. Employer health plans 
6. Labor organization plans 
7. Cooperative health organizations 
8. Government health services 
9. Public health services 
Health arrangements for the medical needs of the older patient 
are part of a nonintegrated development, which includes: 
1. Free medical clinics 
~ 2. Tax-supported hospitals at all levels from national to 
local 
3. Tax-supported beds in private hospitals 
4. Public assistance 
5. Municipal “poor” plans 
6. Private endowment of special medical services 
7. Public health services 
8. Cooperative health and weltare services 
9. Auxiliary health care in custodial homes 

Several urgencies are brought out by this partial summary. 
For one thing there must be some way to facilitate and finance 
the medical costs of older retired persons of limited income and 
assets. Second, there is the debate about changes in OASI rates, 
automatic increases of which are provided for in the law. Finally 
there is the contradiction in a society which has contributed to 
individual lengthening survival without establishing an accept- 
able means of meeting the associated medical costs. Children 
who were born to the benefits of modern medicine at the start of 
their lives are living to ages in which other benefits are necessary 
on the long descending curve of their survival. A blanket expan- 
sion of OASI charges will not solve the problem of meeting medi- 
cal costs adequately. Nonallocated additions to monthly disburse- 
ments would be only a thin margin added to meet all of the costs 
of older age living. A method of increasing annual OASI income 
as a special increment for the medical needs of the individual 
or family budget can be effected. This plan would entail an 
increase in OASI rates, the additional ammount to be assigned 
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specifically to those medical costs occurring after the age of 
distribution is attained. This could be done on a voluntary 
medical insurance basis, as a special category of personal health 
protection within the structure of the OASI plan. The arrange- 
ment would have to be voluntary, fortified by education of the 
recipient in the knowledge that this fund would be applied to 
his particular health costs with his new economic status under 
the insurance plan. There is ample precedent for voluntary pay- 
roll deductions. 

The Commission on Geriatrics of the Medical Society of the 
State of Pennsylvania has had under study a method of medical 
payments for all post-employment health needs prepaid in the 
working years, on a voluntary basis, utilizing the administrative 
structure of the Old-Age and Survivors Insurance plan. This is 
only one of many similar types of studies but has the added 
feature of being an effort by physicians themselves to meet the 
problems to which they are exposed daily at the patient-urgency 
level. Grafting a voluntary personal health insurance plan on 
to the established civil service structure of OASI would be an 
enormous job, yet has the advantage of using a going concern, 
staffed, experienced, and established under which administrative 
costs would be minimal and the machinery adapted readily 
since, in a sense, it is already deeply involved in similar prob- 
lems which have been met at a high level of government integ- 
rity. Many questions come to mind. 

Can OASI be trusted to keep free of state medicine on one 
hand, and political expediency on the other? In the years since 
the creation of this method of social protection, there has been 
no hint that this federal agency has interfered in any part of the 
tion’s economic structure except beneficially, nor has it ever been 
attacked as a pressure group of any type. 

It can be held that there is not time enough for those ap- 
proaching retirement age to accumulate any type of paid-in 
surplus to permit of a realistic capital base between the time of 
retirement and the beginning of insurance benefits. This type of 
objection can be used to stop the creation of any new plan, and 
its use in argument will merely defer this or a similar method 
until that time when there will be more persons requiring more 
expensive outlays to be made to get a plan underway. An initial 
federal allocation in a special fund based on the number of older 
age recipients of OASI, possibly tied to a form of accelerated 
payments by them probably is the only method for starting full 
grown at birth, as it were. Distasteful as this may be, in the long 
run it is a small cost actually in terms of hidden federal tax 
savings, although it cannot be denied that it must begin as a 
deficit fund. Twenty to 40 years are not very long in the economy 
of a nation. In that time, this type of plan probably could be 
made to be self-maintaining and able to repay the initial outlay 
into the national treasury from accumulating reserves. Concealed 
medical costs with which a government is always faced on a 
short term basis would be eliminated. These are no less costly, 
like hidden taxes, for being a budgetary subterfuge. 

There are the problems of differential medical rates in differ- 
ent areas of the country as well as fluctuating hospital charges, 
the adaptation of actuarial and expenditure levels, and others. 
Medical charges have a tendency to adapt themselves to patient 
income. Where the disparities are too great, there is a break- 
down in quantity and quality of service which creates pressure 
for a drastic change in the entire system of medicine. General 
torces are tending to uniformity in wages more than ever before 
in the national history. This “regional” type of objection could 
be raised against OASI payments. Since these are uniform to the 
individual rather than to the area, medical charges would be the 
same, linked to the ability to pay in a free system. 

Would this plan encourage state medicine? To the contrary, it 
would be the most effective protection against it because it is 
volitional, it permits a worker to save funds in his best years for 
his own medical costs later, requires no subsidy aside from the 
initial fund, requires no cadre of physicians in any special form 
or body, and fortifies financially every phase of American 
medicine. 

What effect would this plan have on the Blue Cross-Blue 
Shield organization? It would give them a large number of 
older insured individuals with payments made from a central 
OASI pool. It would terminate the special difficulties which have 
to be met ultimately because older persons will not always tol- 
erate exclusion from plans which have attained financial sub- 
stantiality on the basis of payments made when these same 
persons were age-acceptable. Probably the special medical fund 
would be able to guarantee these organizations against special 
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losses potentially associated with such extensions of their in- 
surance coverage. No plan of itself increases or decreases the 
number of illnesses in older persons. The morbidity figures are 
always there. A working population which is conditioned to the 
protections of strong unions, OASI, fringe benefits, paid sick 
leave, workmen’s compensation, and other personal defenses is 
not going to forget these with the turn of a birthday at 65. If 
Blue Cross and Blue Shield fail them, there is the hazard that 
there will be enough in numbers to force the creation of meth- 
ods which, by backwash, might eliminate (wholly the need for ) 
these important private nonprofit agencies. 

The method of financing this plan is based on an increase in 
OASI charges paid equally by employer and employee, the 
additional amount being earmarked for health costs from the 
age of assumption of OASI payments to decease. 

Under OASI in 1956 the maximum payment annually is 
$168, derived from a 2% tax of both emplover and employee on 
annual income up to a gross of $4,200. A working career, barring 
interruptions, is over 40 years, and an average fully employed 
worker who has been covered for his entire life’s career of em- 
ployment by the age of 65 will have to his maximum credit in 
this insurance plan approximately $7,000. There are exceptions 
to this figure based on failure to earn the gross amounts re- 
quiring maximum payments, loss of continuity of employment 
due to illness, economic adjustments, or for other reasons. The 
paid-in amount will have a natural increase since it is an in- 
come-producing investment held by the national government. 
This increase might amount to as much as $6,000 at current 
rates. As a crude estimate, an employee retiring at age 65, all 
things being considered, will have about $13,000 of capital 
assets invested in his security insurance. From this fund, the 
aging retired worker will receive a little over $100 per month 
with new earnings limited as of 1956 to $1200 per annum, and 
not more than $100 in any one calendar month. Seven years 
later, at age 72, when he will have lived about 1 year longer 
than average survival time after retirement, the monthly pay- 
ments are maximum regardless of the amount of additional 
monthly or annual earned income. 

On the basis of health costs of less than $200 per annum 
under common circumstances, a voluntary health insurance pre- 
paying plan must plan for at least that amount for a period of 
possibly ten years as the mean between the 6 years of expected 
survival after retirement and the 14 years of potential life span 
at age 65. The basis is that the employee may elect to participate 
in a pre-paid pre-retirement, postemployment voluntary health 
financing arrangement. This can be done by increasing both 
the employer's and the employee's OASI payment from 2% to 
24%. (Regardless of the graded increases in social security 
charges planned up to 1970, this health fraction need never 
exceed : of 1%.) The maximum annual saving rises from $168 
(2%+-2% on $4,200) to $210 (242%+ 24% on $4,200). In 40 years 
of working this would have an accural of $1,600, which as an 
income-producing investment with the government might in- 
crease by $1,200 to a total of approximately $2,800 held solely 
for health payments. This figure is close to the estimate of needs 
in terms of current costs. There is no more hazard in such 
projections than in the establishment of an individual's private 
insurance plans early in maturity. 

The American Medical Association has held relative to physi- 
cians that “there is and will be no objection to legislation per- 
mitting voluntary inclusion [in OASI]”. In the same vein, a 
worker who is covered by OASI as the accepted federal law 
could have the privilege of designating whether he wishes to 
have a special allocation from his income made for medical costs 
in his retirement years. It would seem that the widespread use 
of this type of arrangement could remove the threat of com- 
pulsory health insurance which has features that could alter not 
only the entire plan of American medicine but also the total 
scope of this nation’s economy detrimentally. 

At retirement, in the normal course of OASI payments, the 
special fraction would do the following: 

1. Assume the annual payments for the continuation of Blue 
Cross-Blue Shield or other accredited nonprofit bealth plans; 

2. Pay private physician’s fees possibly in accordance with 
regional agreements; 

3. Supplement hospital charges for unusual health situations 
in amounts to be determined; 

4. Allocate, at periodic intervals, a certain amount for general 
personal health surveys of the individual by his private physician, 
a diagnostic clinic, or a paid hospital out-patient service; 
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5. In case of failure to survive to age 65 or to that time when 
all paid-in amounts will have been utilized, the estate of the 
individual would benefit in the amount of the paid-in sums but 
not for the accumulated interest which shall revert to the central 
fund; 

6. The retired worker shall have free choice not only of being 
a participant but of selecting his physician, diagnostic center, 
hospital, and all agencies involved in his health welfare; and 

7. The plan would use the OASI as a collection agency but 
would be administered by a special autonomic administrative 
board executively designated and approved by the Congress. 
This board would consist of representatives of medicine, gov- 
ernment, Blue Cross, Blue Shield, and others who are normally 
involved in national health problems of the individual. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, presented 
the following report, which was adopted: 

Resolution No. 8 on Pre-Retirement Financing of 
Health Insurance for Retired Persons: Your reference 
committee believes this type of plan merits further 
study and recommends that it be referred to the 
Board of Trustees for assignment to the appropriate 
council or committee. 


No. 9. Resolution on Proposed Revision of Principles 
of Medical Ethics 


Dr. William F. Costello, for the Medical Society of 
New Jersey, introduced the following resolution, which 
was referred to the Reference Committee on Amend- 
ments to the Constitution and Bylaws: 

Wuereas, The present Principles of Medical Ethics of the 
American Medical Association are definite and binding, and the 
proposed principles are indefinite, not binding, and therefore 
ineflectual; and 

Wuereas, It is of the nature of ethical principles that they 
necessarily embody fundamental moral considerations that must 
be deferred to and observed by all for the preservation of sound 
social order; and 

Wuereas, If each individual physician is to judge for himself 
concerning the adequacy or inadequacy with which he lives up 
to these ethical principles, there is no possibility or use in 
organized medicine for judicial bodies of any kind; and 

Wuereas, Ethical principles must be universally binding or 
they are impotent, and they must have, as in the natural order 
they do have, the impact and the effect of law, the natural 
moral law; therefore be it 

Resolved, That, having carefully studied the proposed revision 
of the Principles and found them unsatisfactory, incomplete, 
and in disregard of fundamental moral responsibilities and in- 
herent personal rights and privileges of the physicians, the 
Medical Society of New Jersey urges that said proposed revision 
in its present form be rejected. 


No. 10. Resolutions on Revision of Principles of 
Medical Ethics 


Dr. Kenneth C. Sawyer, for the Colorado delega- 
tion, introduced the following resolutions, which also 
were referred to the Reference Committee on Amend- 
ments to the Constitution and Bylaws: 


Wuenreas, The proposed revision of the Principles of Medical 
Ethics of the American Medical Association as submitted by 
report of the Council on Constitution and Bylaws at the June, 
1956, session of the House of Delegates presents such Principles 
in so radically condensed form that there is no clear statement 
of many basic principles, especially the following: (a) The 
principle of free choice of physician; (b) the principle opposing 
the practice of medicine by corporations and other lay bodies 
by whatever name called; (c) the principle prohibiting improper 
division of fees; (d) the principle commanding gratuitous physi- 
cians’ services to the poor and opposing excessive fees for all 
services; (e) the principle requiring clinics and groups of physi- 
cians to observe the same ethical code of conduct imposed upon 
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individual physicians; (f) the group of principles delineating 
relationships between physicians and the media of public in- 
formation; and (g) the principle holding that the unwisdom of 
physicians treating themselves or their immediate families should 
normally command gratuitous services of physicians to one an- 
other; and 

Wuereas, It is generally conceded and was so reported by 
the Council on Constitution and Bylaws at the December, 1955, 
session of the House of Delegates that the existing Principles of 
Medical Ethics do need some revision, primarily to rearrange 
and recodify them by separating those sections that are clearly 
statements of ethical principles from those sections which relate 
to medical manners and etiquette; and 

Wuenreas, The carefully prepared revision of the Principles 
of Medical Ethics so proposed in December, 1955, has been 
inadequately publicized and explained to the membership of 
the American Medical Association; now therefore be it 

Resolved, That the revision of the Principles of Medical 
Ethics as proposed by the Council on Constitution and Bylaws 
in June, 1956, is hereby disapproved; and be it further 

Resolved, That the Council on Constitution and Bylaws is 
hereby directed to prepare a new proposal for revision of the 
Principles of Medical Ethics, retaining specifically and in clear 
language the principles above enumerated and based upon the 
plan of revision proposed by the said Council at the December, 
1955, session of the House of Delegates; and be it further 

Resolved, That such proposal for revision be prepared with 
all possible dispatch and be communicated in fulJ, detail and 
with appropriate explanation to all members of the American 
Medical Association with the request of the House of Delegates 
that it be given careful consideration by constituent associations 
and component societies in advance of its final consideration by 
this House of Delegates. 


Nore: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regarding 
Resolutions No. 9 and 10 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 


No. 11. Resolution on Essay Contest Sponsored 
by Association of American Physicians and Surgeons 


Dr. Kenneth C. Sawyer, for the Colorado delega- 
tion, presented the following resolution, which was 
referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, For the llth year the Association of American 
Physicians and Surgeons is sponsoring an essay contest for high 
school students in the interest of American medicine, offering 
as alternate titles “The Advantages of Private Medical Care,” 
or “The Advantages of the American Free Enterprise System;” 
and 

Wueneas, For several years the American Medical Association 
has cooperated in these contests by furnishing thousands of 
reprints of source material to contestants for a package library 
service; an 

Wuereas, Many state medical associations and county medi- 
cal societies or their auxiliaries are directly sponsoring this 
contest in their respective areas; and 

Wuereas, This contest offers organized medicine an oppor- 
tunity to participate in educating not only the contestants but 
their families and friends and the general public in the value 
of the American free enterprise system; therefore be it 

Resolved, That the American Medical Association does hereby 
commend the establishment of such essay contests. 


REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Resolution No. 11 on Essay Contest Sponsored by 
Association of American Physicians and Surgeons: 
Your committee believes that it would be unwise for 
the American Medical Association to adopt a policy 
of commending any essay contest sponsored by another 
organization. It is felt that any commendation should 


‘ . 
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come from the local medical organizations, such as 
county and state medical associations. Your reference 
committee moves disapproval of this resolution. 


No. 12. Resolutions on Veterans Affairs 


Dr. Alvia G. Young, Washington, introduced the 
following resolutions, which were referred to the Ref- 
erence Committee on Insurance and Medical Service: 
Wuereas, In many Veterans Administration hospitals the 
full-time medical staff employees are rendering bills to patients 
treated in the veterans hospitals who are covered by Workmen's 
Compensation Insurance or by private medical insurance; and 
Wuereas, These same hospitals are rendering bills for the 
cost of care for these same patients covered by industrial- 
compensation or private insurance; and 
Wuereas, It was never intended that veterans covered by 
this type of insurance or compensation that pays their bills 
should be covered under V. A. Reg. 6047-D 1; therefore be it 
Resolved, That the American Medical Association considers 
these procedures unlawful and in direct violation of V. A. Reg. 
6047-D 1 and hereby requests its officers to take such action 
as feasible to bring about the discontinuance of these practices; 
and be it further 
Resolved, That in order to implement this resolution the 
American Medical Association Secretary be instructed to obtain 
from each state testimony or record of each known case that 
violates V. A. 6047-D L. 


REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 
Dr. George A. Earl, Chairman, Minnesota, read the 

following report, which was adopted: 

Resolution No. 12 on Veterans Affairs and Resolu- 
tion No. 23 on Veterans Administration Hospitals: 
Your committee recommends the adoption of these two 
resolutions. 

No. 13 


Resolution No. 13 was withdrawn without introduc- 
tion on request of its author, Dr. Alvia G. Young, 
Washington. 


No. 14. Resolution on Medical Ethics 


Dr. Alvia G. Young, Washington, introduced the 
following resolution, which was referred to the Reter- 
ence Committee on Amendments to the Constitution 
and Bylaws: 
Wuereas, The present Principles of Medical Ethics of the 
American Medical Association include the following provision 
in Chapter VII, Section 5: “A physician should not dispose of 
his professional attainments or services to any hospital, lay body, 
organization, group or individual, by whatever name called, or 
however organized, under terms or conditions which permit 
exploitation of the services of the physician for the financial 
profit of the agency concerned. Such a procedure is beneath 
the dignity of professional practice and is harmful alike to the 
profession of medicine and the welfare of the people;” and 
Wuereas, The problems sought to be covered by this priuciple 
have been the subject of extreme concern, both to the American 
public and to the American Medical Association; and 
Wuereas, Because of the many problems presented, the in- 
terpretation of this principle has been a subject of much con- 
troversy between physicians and lay organizations of various 
kinds; and 

Wuereas, As a result of such controversy, the Guides for 
the Conduct of Physicians in Relationship with Institutions were 
adopted by the House of Delegates of the American Medical 
Association after years of study by the so-called Hess Committee; 
and 

Wuereas, The report of the Council on Constitution and 
Bylaws presented before the House of Delegates of the American 
Medical Association in June, 1956, omits the above stated ethical 
principle and leaves the medical profession and the public again 
to the interpretation of broad generalities which do not clearly 
resolve the controversies here presented; and 
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WHEREAS, It is to the best interests of the public and to the 
members of the American Medical Association that the progress 
made in the last several years not be lost and that the medical 
profession be not again subjected to debate, public criticism, 
litigation, and disputations concerning the problems here in- 
volved; therefore be it 

Resolved, By the House of Delegates of the American Medical 
Association that any Principles of Medical Ethics of the Ameri- 
can Medical Association should include at least the languace 
contained in Chapter VII, Section 5, of the Principles of Medic tl 
Ethics of the American Medical Association, quoted in’ the 
preamble of this resolution, 


Nore: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws concern- 
ing Resolution No. 14 will be found following the 
supplementary report of the Council on Constitution 
and Bylaws. 


No. 15. Resolution on Commendation of Medical 
Assistants Organizations 

Dr. George F. Gsell, Kansas, introduced the follow- 
ing resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 

Wuereas, A national organization, the American Association 
of Medical Assistants, recently has been formed; and 

Wuereas, Fourteen state medical assistant associations were 
represented at this organizational meeting; and 

Wuereas, The objectives of this organization are to inspire 
members to render honest, loyal, more efficient service to the 
profession and the public, to strive to cooperate with the pro- 
tession in improving public relations, to render educational 
services for the self-improvement of its members, to stimulate 
a feeling of fellowship and cooperation among the societies, and 
to encourage and assist in forming local and state assistants 
societies; and 

Wuereas, Many county and state medical societies have en- 
dorsed or sponsored medical assistants organizations, and many 
physicians served as advisors to local and state associations; and 

Wuereas, A physicians advisory committee to the American 
Association of Medical Assistants is provided for in its constitu- 
tion and bylaws; therefore be it 

Resolved, That the American Medical Association commends 
the objectives of the American Association of Medical Assistants 
and its sincere desire to work closely with the medical profession 
in improving medical service and medical public relations. 

REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 

Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Resolution No. 15 on Commendation of Medical As- 
sistants Organizations: This organization is composed 
primarily of full-time employees, particularly recep- 
tionists, assistants, and nurses, who are under the direct 
supervision of a physician. It has been stated that there 
is incorporated in the constitution and bylaws of this 
organization that it is not organized for bargaining 
purposes under any guise. These associations presently 
are receiving considerable help from the American 
Medical Association, particularly from the Public Re- 
lations Department. Your committee recommends the 
adoption of this resolution. 


No. 16. Resolutions on Medical Care Insurance Plans 


Dr. Lester D. Bibler, Section on General Practice, 
introduced the tollowing resolutions, which were re- 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Wuenreas, Medical insurance plans (Blue Shield) in the past 
10 years have performed a momentous task of providing pro- 


tection against medical costs to more than one-fourth of the 
people of our nation; and 
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Wuereas, Acceptance by the public and the physicians indi- 
cates that the provision of medical care for all is possible through 
voluntary efforts rather than compulsory; and 

Wuereas, The plan has understandably had to gain experi- 
ence before benefits could be expanded; and 

Wuereas, The original intent might have been to provide 
the public with protection against the unexpected and costly 
surgical emergencies; and 

Wuereas, The public is now demanding protection against 
prolonged medical care in hospitals and there exists discrepan- 
cies between present benefits for surgical and medical care; 
therefore be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association approve of all efforts of the various Blue Shield 
plans to extend benefits to the fullest extent Commensurate with 
actuarial soundness, approaching as closely as possible actual 
costs of professional medical care in hospitals; and be it further 

Resolved, That this information be transmitted to each Blue 
Shield plan. 


REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, submitted 
the following report, which was adopted: 

Resolution No. 16 on Medical Care Insurance Plans: 
Your reference committee recommends the adoption of 
this resolution. 


No. 17. Resolution on Revision of Medical Ethics 


Dr. Donovan F. Ward, Lowa, introduced the follow- 
ing resolution, which was referred to the Reference 
Committee on Amendments to the Constitution and 
Byliws: 


Wuereas, The North Central Medical Conference, which in- 
cludes representatives in its membership from the states of 
Minnesota, Wisconsin, Nebraska, North and South Dakota, and 
lowa, in session in St. Paul, Minn., Sunday, Nov. 11, 1956, gave 
thoughtful consideration to the proposed simplification of the 
Principles of Medical Ethics; and 

Wuereas, Following careful study of this proposed revision 
of the Principles of Medical Ethics, the conference approved the 
following resolution: 

“WHEREAS, The members of the North Central Medical Con- 
ference endorse the basic principle of simplification for the 
Principles of Medical Ethics and heartily commend the efforts 
of the Council on Constitution and Bylaws and the Judicial 
Council of the American Medical Association for their untiring 
efforts to this end; and 

“Wuereas, Most of the members of the Association are not 
familiar with the interpretations and decisions made by the 
Judicial Council in the past with respect to the Principles of 
Medical Ethics; and 

“Wuereas, The codification of these interpretations and de- 
cisions has not yet been completed; therefore be it 

“Resolved, That final action on simplification and revision be 
further postponed until the codification now under way has been 
completed and made available to the members of the American 
Medical Association; and 

Wuereas, The executive council of the lowa State Medical 
Society in session Nov. 15, 1956, approved the intent of this 
resolution; and 

Wuereas, The executive council instructed the delegates ot 
the Iowa State Medical Society to the American Medical Asso- 
ciation to introduce said resolution under sponsorship of the 
lowa State Medical Society; therefore be it 

Resolved, That the House of Delegates of the American 
Me. ical Association defers approval of the revised Principles of 
Medical Ethics until further study has been made and reported 
at the annual session. 


Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws regard- 
ing Resolution No. 17 will be found following the sup- 
plementary report of the Council on Constitution and 
Bylaws. 
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No. 18. Resolution on Interim Session 


Dr. B. E. Montgomery, for the Illinois delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Amendments to 
the Constitution and Bylaws: 

Wuereas, The American Medical Association interim session, 
as a scientific meeting, has only reached 1,600 to 4,200 (average 
2.300) doctors; and 

Wuereas, Few major policy changes have been made at the 
interim sessions; and 

Wuereas, The general practitioner award may be given at 
the great annual session; and 

Wuereas, The loss, in the form of our dues, has exceeded 
$50,000 for each session; and 

Wuereas, At least a week of busy doctors’ and important 
staff people’s time, effort, and money is necessary to make such 
a session possible, plus all the monies and efforts by state socie- 
ties and territories; and 

Wuereas, It would be cheaper, easier, better, and less waste- 
ful of time and money for committee, council and staff members 
to meet in Chicago at the call of chairmen to conduct council 
and committee business between the annual sessions; and 

Wuereas, Chapter IX, Section 3 of the Bylaws calls for a 
meeting of the House of Delegates—this could be called for 
Chicago on any Saturday and Sunday and would and could 
effect any major business or policy needs of the American Medi- 
cal Association; therefore be it 

Resolved, That Chapter IX, Section 3 be amended and the 
Seattle session, or as soon as possible, be the last interim session 
approved by the House of Delegates. 


REPORT OF REFERENCE COMMITTEE 
ON AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. Laurence S. Nelson, Chairman, Kansas, pre- 
sented the following report, which after discussion 
was adopted: 

Interim Session: Your reference committee next con- 
sidered Resolution No. 18 which recommended the dis- 
continuance of the interim session. On the basis of 
opinion clearly expressed by those in attendance at our 
reference committee meeting, it is the recommendation 
of your committee that this resolution be disapproved. 
Your committee believes that the interim sessions 
should be continued because of the public relations 
value of these meetings to the Association and the 
educational value to physicians and the general pub- 
lic in the various geographical areas involved. It is the 
suggestion of the reference committee that maximum 
attention be given to these potential benefits in select- 
ing a city for the interim meeting. It is your commit- 
tee’s further recommendation that the Board of 
Trustees consider the advisability of holding an interim 
meeting of the House of Delegates in Chicago each 
November or December and an interim scientific ses- 
sion in November or December of each year in difter- 
ent parts of the United States. The reference committee 
suggests that the views of the Board of Trustees in this 
regard be reported to the House of Delegates next 
June. 


No. 19. Resolution on Principles of Medical Ethics 


Dr. James Z. Appel, Pennsylvania, introduced the 
following resolution, which was referred to the Ref- 
erence Committee on Amendments to the Constitution 
and Bylaws: 

Wuereas, The Principles of Medical Ethics proposed for 


action by the House of Delegates of the American Medical 
Association have been under study for |) t a fv months; and 
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Wuereas, These Principles are ostensibly to supersede a code 
of ethics in existence for many years; and 

WHEREAS, So important changes in so fundamental a code of 
procedure should have ample study and consideration; and 

Wuereas, Changes and amplifications would seem advisable 
before an acceptable final version could be determined or ap- 
proved; therefore be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association not only gives full and complete study to all 
suggested changes or amplifications to the proposed Principles 
of Medical Ethics but also avoids precipitous action by post- 
poning the final decision upon these Principles until the June, 
1957, session of the House of Delegates. 

Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws on Reso- 
lution No. 19 will be found following the supplemen- 


tary report of the Council on Constitution and Bylaws. 


No. 20. Resolution on Liaison Between Organized 
Medical Profession and Other Groups and 
Agencies 


Dr. Clarence I. Owen, for the Michigan delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Insurance and 
Medical Service: 

Wuereas, The protection and preservation of the rights and 
privileges which are, and ought to be, accorded professional 
people are matters of mutual concern among all the learned 
professions; and 

Wuereas, Continuity of liaison between the medical protes- 
sion and other organized groups having a major interest in health 
can advance a progressive and coordinated pattern of health 
progress; and 

Wuereas, Present relationships in both of the above categories 
can be strengthened and improved, to the advantage of all, by 
the establishment of an organized program of liaison on the 
national administrative level; and 

Wuereas, Such program would cut across all segments of 
activity of the American Medical Association and thus belongs 
to no single unit or department of the American Medical Asso- 
ciation; therefore be it 

Resolved, That an American Medical Association Office of 
Liaison be established, reporting directly to the Secretary and 
General Manager, the duty of which will be (1) to seek out 
all possible avenues of communication and coordination of effort 
with other recognized groups, professional and lay, that have 
interests in common with the medical profession; (2) to deter- 
mine those methods whereby, through administrative contact, 
common professional aims and purposes can be advanced to 
mutual advantage; and (3) to aid in the development of such 
liaison on a continuing basis; subject to the approval of the 
American Medical Association Board of Trustees. 


REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Resolution No. 20 on Liaison Between Organized 
Medical Profession and Other Groups and Agencies: 
This resolution is very general and might involve the 
Association in activities beyond its professional scope. 
Your reference committee therefore refers it to the 
Board of Trustees for disposition. 


No. 21. Resolution on Need for Study of Hospital 
Design and Construction 


Dr. Willis H. Huron, for the Michigan delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Medical Educa- 
tion and Hospitals: 
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Wuereas, A recognized need exists for a comprehensive study 
of ways and means of simplifying the design, building, and 
operation of hospitals in communities of varying sizes, needs, 
and economic resources in order that adequate facilities may be 
made available and the costs of hospital care may be kept within 
reasonable bounds; and 

Wuereas, Any eflective study of this problem requires the 
concerted efforts, not only of the organized medical and hospital 
groups, but of the architectural profession, industrialists, finan- 
ciers, charitable and educational foundations, religious groups, 
appropriate governmental agencies, and others; and 

Wuereas, Effectual leadership in this field is an obligation 
of the medical profession and is essential to prevent such leader- 
ship falling into less qualified hands and to combat the fallacious 
public belief that the constantly increasing costs of hospital care 
are solely attributable to the medical profession; now therefore 
be it 

Resolved, That this body go on record as approving such 
study and that it delegate to such appropriate body as may be 
designated by the Board of Trustees the duty of initiating the 
formation of such study group and of actively participating 
therein. 


REPORT OF REFERENCE COMMITTEE 
ON MEDICAL EDUCATION AND HOSPITALS 


Dr. William A. Hyland, Chairman, Michigan, sub- 
mitted the following report, which was adopted after 
discussion and after a motion to substitute a new 
resolution for the one contained in the report was lost: 

Resolution No. 21 on Need for Study of Hospital 
Design and Construction: In the hearing before your 
reference committee, it was learned that the American 
Hospital Association and the American Institute of 
Architects have made a request to the Public Health 
Service for a five-vear grant of $1,200,000 to study hos- 
pital design and construction. Your committee has 
been informed that a prospectus has been prepared 
for a collaborative study of this program, if funds are 
obtained, which will set up an executive committee, 
a broad advisory group and a research staff. There are 
basic items that the research project will include: (1) a 
better definition of the function of hospitals, both for 
chronic and acute conditions, and (2) the development 
of proper design criteria for hospital facilities includ- 
ing various technical problems, such as light, air con- 
ditions, and other disciplines. This project, your 
reference committee has been informed, has been ap- 
proved in principle and will be considered at a 
subsequent meeting of the Public Health Service. 

Your reference committee was of the opinion that 
the intent of Resolution No. 21 has already been par- 
tially implemented. Your reference committee, in 
general, approves the resolution and subscribes en- 
tirely to its intent but, because of the information 
which has come to light, would suggest that, as a 
substitute resolution, the American Medical Associa- 
tion endorse the activities that have already been initi- 
ated and urge that it have official representation in the 
study and that it not initiate an independent study. 
Your committee understands that the American Med- 
ical Association participation will be welcomed. There- 
fore, your reference committee recommends that the 
following substitute resolutions be adopted: 

Resolved, That the American Medical Association join with 
the American Hospital Association and the American Institute 
of Architects in their proposed study of hospital design and 
construction; and further be it 

Resolved, That this resolution be referred to the Board of 
Trustees for its implementation. 
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No. 22. Resolutions on Fluoridation of Public 
Water Supplies 


Dr. Paul A. Davis, Ohio, introduced the following 
resolutions, which were referred to the Reference 
Committee on Hygiene, Public Health, and Industrial 
Health: 


Resolved, That the Speaker of the House of Delegates be 
authorized and instructed to appoint a special ad hoc committee 
to conduct a thorough study of all pertinent presently available 
information concerning the fluoridation of public water supplies; 
and be it further 

Resolved, That a report on the committee’s findings and rec- 
ommendations be made to the House of Delegates at its annual 
meeting in New York City in June, 1957. 


REPORT OF REFERENCE COMMITTEE 
ON HYGIENE, PUBLIC HEALTH, 
AND INDUSTRIAL HEALTH 


Dr. Paul D. Foster, Chairman, California, read the 
following report, which was adopted: 

Resolution No. 22 on Fluoridation of Public Water 
Supplies: Your committee has listened to many inter- 
ested parties and to much information provocative of 
consideration. Fluoridation of some community water 
supplies began approximately 10 years ago. Your com- 
mittee feels there is a definite need for reevaluation of 
the problem of fluoridation of public water supplies at 
this time. Your committee feels, however, that the 
mechanism for the study and evaluation already exists 
in the Council on Foods and Nutrition and the Council 
on Pharmacy and Chemistry. The committee therefore 
wishes to substitute the following “Resolved” which 
would replace the two “Resolveds” in the original 
resolution: 


Resolved, That the Board of Trustees of the American Medi- 
cal Association direct the Councils on Pharmacy and Chemistry 
and on Foods and Nutrition to conduct a joint study of all 
presently available information concerning the fluoridation of 
public water supplies and that a documented report of the 
findings, together with any recommendation arising from these 
findings, be presented to the House of Delegates at its meeting 
in Philadelphia in December, 1957. 


No. 23. Resolution on Veterans Administration 
Hospitals 


Dr. Malcom E. Phelps, for the Oklahoma delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Insurance and 
Medical Service: 


Wuereas, In some Veterans Administration hospitals full-time 
Veterans Administration physicians, and physicians in private 
practice, appointed by Deans’ Committees to serve on the staffs 
of V. A. hospitals are rendering care to patients who are covered 
by Workmen’s Compensation Insurance or by private medical 
care insurance; and 

Wuereas, Some Veterans Administration hospitals are render- 
ing bills for the cost of the care of these patients covered by 
Workmen’s Compensation Insurance or by private insurance and 
thus places the Veterans Administration hospitals in direct com- 
petition with private hospitals and medical personnel; and 

Wuereas, It is manifestly evident that patients who have 
nonservice-connected disabilities and carry Workmen’s Com- 
pensation Insurance or adequate sickness and accident insurance 
are able to pay their own expenses through such coverage; and 

Wuenreas, This practice of Veterans Administration hospitals 
in admitting patients who have adequate insurance coverage is 
not only a plain violation of the Veterans Act but can be con- 
sidered a definite violation of the ethical principles governing 
the practice of meciciie. now therefore be it 
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Resolved, That the American Medical Association consider 
these actions on the part of some Veterans Administration hos- 
pitals, apparently approved by the Veterans Administration in 
Washington, to be in direct violation of V. A. Reg. 6047-D1 and 
hereby request the proper Council or Committee of the American 
Medical Association to take such action as deemed necessary 
to bring about a discontinuance of these practices by Veterans 
Administration hospitals. 


Nore: The report of the Reference Committee on 
Insurance and Medical Service regarding Resolution 
No. 23 will be found following Resolution No. 12. 


No. 24. Resolution on Secretaries’ Traveling Expenses 


Dr. William A. Hyland, Michigan, introduced the 
following resolution, which was referred to the Refer- 
ence Committee on Reports of Board of Trustees and 
Secretary: 

Wuenreas, The office of secretary of a section of the Scientific 
Assembly of the American Medical Association involves con- 
siderable work and responsibility; and 

Wuereas, Its duties also involve attendance at the annual 
meetings of the Association cach year for a period of one to 
three years; and 

Wuereas, The present practice of a flat honorarium to the 
secretaries may compensate them more than adequately for their 
expenses if the meeting is in or near their home town but is far 
from adequate to compensate them if they are required to travel 
far to the meetings; and 

Wuereas, It is undesirable that the office should carry with 
it any financial inducement and still less any onerous financial 
liability; now therefore be it 

Resolved, That the Board of Trustees be requested to study 
the question of reimbursement of secretaries of sections of the 
American Medical Association for the cost of their transportation 
to and from meetings of the American Medical Association 
which they are required to attend. 


REPORT OF REFERENCE COMMITTEE 
ON REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Charles G. Hayden, Chairman, Massachusetts, 
submitted the following report, which was adopted: 

Resolution No. 24: The final matter to come before 
your committee was consideration of Resolution No. 
24 on Secretaries’ Traveling Expenses. Your committee 
is in sympathy with this resolution and recommends 
that it be referred to the Board of Trustees for what- 
ever action may be deemed by it to be appropriate. 


No. 25. Resolution on Administration 
of Public Law 880 


Dr. Wendell C. Stover, for the Indiana delegation, 
introduced the following resolution, which was re- 
ferred to the Reference Committee on Legislation and 
Public Relations: 


Wuereas, The Congress of the United States has passed 
Public Law 880, $4th Congress, which calls for the provision 
of cash benefits for total and permanently disabled persons; and 

Whereas, The law requires that these people must be ex- 
amined by physicians who are required to certify the impairment; 
and 

WuHereas, It is our understanding that the proposed adminis- 
trative plans place the physician in the position of being re- 
sponsible for determining the extent, degree, and probable length 
of such impairment; and 

Wuereas, It is the intent of the physicians to make a thorough 
determination of such impairment, in keeping with good medical 
practice; now therefore be it 

Resolved, That the Board of Trustees immediately undertake 
a study of a plan in which it would recommend to the proper 
government authority that said authority adopt the following 
as an administrative regulation for the purpose of administering 
Public Law 880: 
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(1) That the finding made by the physician making the origi- 
nal examination be forwarded to a rotating committee of physi- 
cians established at the county or regional level and that such 
committee be empowered to review the report, examine the 
applicant, and be authorized to file the final report of impairment 
determination; and 

(2) That such committees be appointed by the county or 
regional medical societies and that such committees be com- 
posed of representatives of the various fields of medicine. 

REPORT OF REFERENCE COMMITTEE 
ON LEGISLATION AND PUBLIC RELATIONS 


Dr. John F. Lucas, Chairman, Mississippi, presented 
the following report, which was adopted: 

Resolution No. 25 on Administration of Public Law 
880: Your reference committee received Resolution No. 
25 on Administration of Public Law 880. Your com- 
mittee feels that this resolution is most timely and 
points out difficulties inherent in the administration of 
this law, which will become effective July 1, 1957. Your 
committee appreciates the fact that regulations for the 
administration of this program have not been promul- 
gated by the Social Security Administration. Your 
committee therefore recommends that this resolution 
be referred to the Board of Trustees for study, recom- 
mendations, and report to the 1957 New York meeting. 


No. 26. Resolutions on Medical Care Plans 


Dr. Orwood J. Campbell, for the Minnesota delega- 
tion, introduced the following resolutions, which were 
referred to the Reference Committee on Insurance and 
Medical Service: 


Wuereas, The medical profession of this country has spon- 
sored various types of prepaid medical care plans in the interests 
of the general public; and 

Wuenreas, The active participation, whether in a service or 
indemnity plan, of practicing physicians in each area of the 
country is essential to the success of all such movements; and 

Wuereas, The general body of practicing physicians has little 
or no voice in the formulation of medical policy in some plans 
sponsored by the profession, including plans which in form but 
not in fact are under physician direction, and this development 
is not in the interests of the public which has so generously 
supported these plans; therefore be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association endorse the principle that all members of the 
medical profession be encouraged to participate actively in the 
formulation of medical policy of those plans that in fact are 
under physician direction as well as sponsorship; and be it 
further 

Resolved, That the profession be encouraged to retain or re- 
gain responsibility for the formulation of the medical policy of 
those plans that continue to enjoy medical sponsorship. 


REPORT OF REFERENCE COMMITTEE 
ON INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Resolution No. 26 on Medical Care Plans: This reso- 
lution was approved by the North Central Medical 
Conference. Your reference committee recommends 
the adoption of the resolution. 


No. 27. Resolution on Additional Member of Council 
on Medical Service 


Dr. Jay Crane, Section on Urology, introduced 
the following resolution, which was referred to the 
Reference Committee on Amendments to the Consti- 
tution and Bylaws: 

Resolved, That the immediate Past-president be a member 
ex officio of the Council on Medical Service and that the Bylaws 
be amended accordingly. 


REPORT OF REFERENCE COMMITTEE 
ON AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. Laurence S. Nelson, Chairman, Kansas, pre- 
sented the following report, which was adopted and 
the Speaker declared that the amendment to the By- 
laws also was adopted: 

Membership of Council on Medical Service: Your 
reference committee next considered Resolution No. 
27 suggesting that the immediate Past-president be 
made a member of the Council on Medical Service. 
The reference committee recommends the approval of 
this resolution and suggests that Chapter XI, Section 2 
(C), be amended by adding the following sentence: 
“The immediate Past-president shall be an ex officio 
member of this Council.” 


Introduction and Remarks of 
Surgeon General Leroy E. Burney 


Dr. Wendell C. Stover, Indiana, introduced to the 
House of Delegates Dr. Leroy E. Burney, formerly of 
Indiana and recently appointed Surgeon General of 
the United States Public Health Service. 

Dr. Burney addressed the House as follows: 

Mr. Speaker, Members of the House of Delegates: 
I just want to say that as a Hoosier I am very proud 
to have been presented at my first session as a delegate 
to this group by my fellow Hoosier. | am extremely 
honored to be a member of the House of Delegates 
representing the United States Public Health Service, 
and I hope I may contribute to the House and do 
honor to this responsibility. 


Report of Reference Committee on Rules and Order 
of Business 


Dr. Orwood J. Campbell, Chairman, Minnesota, 
presented the following report, which was adopted 
unanimously: 

Your Reference Committee on Rules and Order of 
Business, acting on behalf of the House of Delegates, 
expresses to the Washington State Medical Association, 
the King County Medical Society, and the Woman's 
Auxiliary, its grateful appreciation of their extraordi- 
nary hospitality and their many courtesies to all of us. 

Your reference committee recommends that a sin- 
cere vote of thanks be extended to the Local Commit- 
tee on Arrangements, under the Chairmanship of Dr. 
\t. Shelby Jared, for its efficient planning of this meet- 
ing; to the Washington State Medical Association, the 
King County Medical Society, the Western States and 
their auxiliaries, whose efforts on our behalf have con- 
tributed so much to our comfort and enjoyment. The 
House is particularly appreciative of the excellent 
cooperation and coverage given at this meeting by the 
communication media and the many courtesies and 
fine facilities offered by the hotel management. 

We acknowledge our gratitude to the Speaker and 
Vice Speaker for the efficient manner in which they 
have conducted the affairs of the House, and to Dr. 
Lull and his staff for their capable handling of the 
mechanical details for the meeting. 

The House of Delegates adjourned sine die at 12:40 
p. m., Thursday, Nov. 29, 1956. 
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COUNCIL ON MEDICAL SERVICE 


A STUDY OF MATERNAL MORTALITY COMMITTEES 


This is part 7 of a series of articles by the Committee on Maternal and Child Care of the 
Council on Medical Service reviewing the organization and operation of maternal mortality 
study committees. The purpose of this specific study is to obtain information that may be 
utilized in the preparation of guides that, in turn, may be helpful in the development and 
operation of maternal mortality committees in other areas of the United States. The ma- 
terial to follow is concerned with the Committee on Maternal Welfare of the Medical So- 


ciety of the State of North Carolina. 


North Carolina Committee on Maternal Welfare 


History.—North Carolina has a rich and colorful 
heritage—distinctive in many ways, not the least of 
which is the development of obstetrics in the state. 
With the establishment of the first permanent English 
colony at Roanoke Island (part of the present state of 
North Carolina) in 1587 and with the birth of the 
first child of English parents in America only a few 
weeks after that colony was established, it is evident 
that the problems of maternal and infant health had an 
early start in this as well as in all other areas of early 
America. The membership of that first English colony 
did not include a doctor; it is apparent, then, that this 
delivery and others that followed were attended by 
midwives of the colony. The problems of those early 
colonists were manifold. Sickness and death took a 
big toll, and mothers and babies suffered and died. 
However, the advance in the new country continued. 
Many of the problems encountered in the early 
colonial days are encountered in rural areas even to 
this day; some of these problems have only recently 
yielded to the advance in medical care and treatment 
for reasons that will become evident as the following 
data are presented. 

A history of obstetrics in North Carolina has _re- 
cently been published in the North Carolina Medical 
Journal.’ The chronological development of events 
and personalities is described, beginning with the 
first-known physician “man midwife” to practice in 
North Carolina in the 18th century. The medical so- 
ciety was first organized in 1799 but lapsed after a 
few years; it was permanently revived in 1849. A 
“branch” of obstetrics was formed in 1853 but lapsed 
into inactivity until a section on obstetrics and 
gynecology was established in 1879. The pioneers in 
obstetrics are noted and their activities described. A 
state maternal mortality committee was organized in 
1932. In the same year and with essentially the same 
persons (physicians limiting their practice to obstetrics 
and gynecology), the North Carolina Obstetrical and 
Gynecological Society was formed. 

In 1916 the Public Health Section of the North 
Carolina Nurses Association was founded. Tribute is 
given to these nurses for their contribution in teaching 
and service to the public and especially to the preg- 
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nant woman. The pioneering work in health educa- 
tion, particularly that concerning the necessity for 
prenatal care, as initiated by the Infant Hygiene 
Bureau of the state board of health, is commended. 
Efforts were made as early as 1920 by the combined 
Public Health Nursing and Infant Hygiene Bureau of 
the state health department to bring midwives to- 
gether in series of conferences to teach them about 
prenatal and postpartum care, more hygienic methods 
of delivery, and the complications that may occur. 

Midwifery has a prominent place in the story of 
maternal care in the state. There are indications of 
some supervision and training of midwives in the 
latter half of the 18th century but little during the 
19th when the “granny” became a well-known indi- 
vidual on whom a large portion of the population was 
dependent for maternity care. These midwives were 
responsible to no one. However, in 1912 a law was 
passed by the state legislature giving control and 
supervision to the county boards of health. In 1917, 
the legislature enacted another bill making mandatory 
a registration of midwives. With this authority, the 
state board of health made a survey that revealed there 
were 9,000 midwives in the state. In 1920, midwives 
were delivering one-third of all the babies in North 
Carolina; pregnancy was second only to tuberculosis 
as the leading cause of death. Some counties began 
attempts to more rigidly supervise midwifery; in spite 
of this there were still 6,500 midwives in North Caro- 
lina in 1925. 

In the second quarter of the 20th century, with the 
expansion of medical schools and with more qualified 
specialists in obstetrics, and more physicians generally, 
practicing in the state, a lowering of the maternal 
mortality rate occurred. The educational programs of 
the state board of health and the infant and maternal 
hygiene units established in most counties were un- 
doubtedly contributing to this improvement in ma- 
ternal health. The growth and activity of the Public 
Health Section of the North Carolina Nurses Asso- 
ciation, with public health nurse supervision and train- 
ing of midwives, also contributed to this lower mor- 
tality. 

However, in 1945 the maternal mortality rate in 
North Carolina was among the eight highest in the 
nation. This fact, plus the reports of successful pro- 
grams in some states for lowering the number of 
maternal deaths through their respective maternal 
mortality study committees, led to the establishment 
of a Materral Welfare Committee by the North Caro- 
lina Medical Society. The society charged the com- 
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mittee with a fourfold task: (1) to promote the highest 
standard of obstetric care for the state; (2) to conduct 
a study of every maternal death in North Carolina in 
order to determine the problems and needs; (3) to 
provide for education of the laity as to what constitutes 
adequate maternity care and why it is necessary to 
obtain such care; and (4) to employ other procedures 
necessary to further the progress of obstetric care and 
further investigation of existing problems. The im- 
mediate objective, of course, was the lowering of 
maternal mortality in the state. 

Members.—It seemed apparent to the medical so- 
ciety planning group that the Maternal Welfare Com- 
mittee should be composed of physicians from various 
areas of the state and that these physicians should be 
appointed on a rather permanent or semipermanent 
basis. This extended length of tenure seemed especial- 
lv desirable in regard to the chairman, since record 
files and other equipment would be difficult to move 
and a secretary working with the chairman could not 
be trained satisfactorily each year or move from place 
to place. A smooth running and efficient organization 
was considered essential to the success of the program. 
Members are appointed or reappointed annually by 
the president of the state medical society on the 
recommendation of the chairman. Currently the com- 
mittee consists of six obstetricians, four general prac- 
titioners, one state health department representative, 
and one local health officer. Some of the present 
members are among the original nine members first 
appointed in 1945. The first chairman held office until 
1952, at which time he was succeeded by the present 
chairman. 

Scope of Study.—All maternal deaths are included in 
the committee's study. A maternal death is defined as 
any death, irrespective of cause, occurring during 
pregnancy or within six months after the termination 
of pregnancy. The committee determines whether 
these maternal deaths are obstetric or nonobstetric. 
Obstetric deaths are those due to pure obstetric causes 
as included in the sixth revision of the International 
Lists and those due to any medical or surgical disease 
where the prognosis is made worse by the fact of 
pregnancy. Every obstetric death is studied in detail 
to determine whether it was preventable or had pre- 
ventable factors; this is determined on the basis of 
the ideal situation. A maternal death is considered 
preventable if it “probably” could have been avoided 
by the application of ideal standards of medical care. 
The committee further assigns the responsibility fac- 
tor to each case—physician, patient and/or family, 
midwife, or facilities. If assigned to the physician, this 
responsibility is again subdivided into one of the 
following categories: diagnosis, judgment, technique, 
and management. A maternal death is classified as 
nonobstetric if the major cause is in no way related to 
the pregnancy. These nonobstetric deaths are not 
further classified or subdivided in regard to preven- 
tability or responsibility. 

Operation: Agencies and Personnel Involved.—The 
Medical Society of the State of North Carolina spon- 
sors and conducts the maternal death study in the 
state through its Committee on Maternal Welfare. It 
has the full cooperation of the North Carolina State 
Board of Health, whose Bureau of Vital Statistics 
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supplies the committee with a duplicate of every 
death certificate concerning a maternal death plus 
copies of related birth certificates in those cases in 
which a delivery has occurred. The bureau also cross- 
checks the death certificates of women between the 
ages of 10 and 48 years with birth and fetal death 
(stillbirth) certificates within the preceding six 
months. The cost of providing this extra service is 
assumed by the North Carolina State Board of Health. 
The committee has complete cooperation from the 
three medical schools, the state obstetric and gyne- 
cologic society, the local health officers, and the 
physicians and hospitals of the state. Except for 
office space provided by one of the hospitals affiliated 
with one of the medical schools, the state medical 
society provides a budget for the total expense of 
operating the program. This includes a full-time sec- 
retary. The society's budget for 1955 was $2,600. 

After receiving duplicates of the accumulated ma- 
ternal death certificates each month from the Bureau 
of Vital Statistics, the committee secretary sends a 10- 
by-14.5-in. one-page questionnaire to each physician 
who has signed a death certificate. Accompanying 
each questionnaire is a letter from the chairman ex- 
plaining the purpose of the study and the importance 
of obtaining complete information on each maternal 
death. Emphasis is placed on the objective and im- 
personal manner in which the study is conducted; the 
physician is assured that complete anonymity is al- 
ways observed. If another physician has signed the re- 
lated birth certificate, a questionnaire is sent to him, 
too, and he is asked to supply all the information that 
he might have on the case. Consultants, if called upon, 
are also sent questionnaires. In most instances these 
questionnaires receive prompt attention; in some Cases, 
however, it has been necessary to send follow-up let- 
ters, and in cases of a second follow-up letter a dupli- 
cate questionnaire is also sent in the event that the 
original may have been misplaced. Rare instances have 
occurred in which there has been no response; in such 
situations the health officer, a committee member in 
the area, or the hospital administrator is asked to help 
obtain the information requested by the committee. 
In rare cases of suspected misinformation means are 
employed to cross-check replies. 

After all essential information has been obtained 
(through additional correspondence, if necessary ), it 
is studied by the committee board of review, com- 
posed of the chairman and others chosen by him as 
deemed appropriate. The true cause of death is de- 
termined, and the case is classified as obstetric or non- 
obstetric. If it is an obstetric death, the preventability 
aspects of the case are analyzed and those cases con- 
sidered preventable (by ideal academic standards ) 
are assessed as to the primary responsibility factor 
previously described. This total analysis plus a clinical 
summary of the case and constructive suggestions, 
where appropriate, regarding its management is sent 
by the chairman to all physicians involved in the 
management of the case. When the above procedures 
are accomplished, all identifying names and addresses 
are obliterated (patient, physician, and _ hospital). 
The essential data and the committee’s analysis of 
each case are entered on a specially arranged four- 
page record sheet from which IBM punch cards are 
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made. Various statistical data and tabulations can then 
be easily obtained. This becomes the permanent, com- 
pletely anonymous, record of the case; not even a 
number-name code is preserved, thereby eliminating 
any possibility that the committee’s files could be used 
for other than scientific study. 

The whole committee meets at regularly scheduled 
semiannual meetings, with interim meetings called at 
the discretion of the chairman. One meeting is pri- 
marily devoted to a scientific program and centers 
around one general subject or problem encountered 
in the study. Business and policy matters are decided 
at the other meeting, and progress of the program is 
evaluated. These meetings are held in different areas 
of the state and often in conjunction with other med- 
ical meetings. All interested physicians are welcome 
to attend. 

Follow-up.—In preparation for the study of all ma- 
ternal deaths in 1946, letters were sent to all physicians 
in the state who would be concerned directly or in- 
directly with the program. The various phases of the 
study were explained, and it was emphasized that 
“The object of this study is not to criticise the indi- 
vidual physician or his management of a given prob- 
lem, but learn through the mutual efforts of all the 
physicians in the state the circumstances which are 
responsible for our maternal deaths. It is only through 
the collective experience of all of us that we can hope 
to make any headway in correcting our high maternal 
death rate.” Consistent with this philosophy, the letters 
that are sent to the attending physician by the chair- 
man of the committee are designed to point out, in an 
uncritical, diplomatic manner, methods of manage- 
ment of a particular case that may have prevented the 
death. The committee does not declare itself to be the 
final authority on whatever it is recommending but, 
rather, refers to a higher authority, such as some large 
medical research center that has reported on this par- 
ticular problem. 

After being established in December, 1945, the Ma- 
ternal Welfare Committee immediately began its edu- 
cational program for physicians practicing obstetrics 
in North Carolina. The committee began publishing 
pertinent articles in the North Carolina Medical Jour- 
nal on various phases of obstetrics and the manage- 
ment of complications that occur. These were up-to- 
date treatises on such current problems as anesthesia, 
use of posterior pituitary extract, cesarean section, 
toxemia, and hemorrhage. A report on the first 127 
deaths that were studied appeared in the state medical 
journal less than a year after the study began. The 
causes of death were categorized and tabulated; pre- 
ventability and responsibility factors were noted and 
described; existing problems were pointed out; and 
ways and means were suggested for alleviating them. 
Articles on these obstetric problems and case reports 
exemplifying specific complications appeared monthly 
in the state medical journal during those first years. 

Between August, 1946, and January, 1951, more 
than 1,000 maternal deaths occurred in the state and 
were studied by the committee. They were reported in 
the state medical journal in five installments—each 
part of which was devoted to a particular significant 
phase, or cause-of-death category, of the study and 
the findings relating thereto. The chairman and 
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members of the committee are called upon by medical 
groups, both within North Carolina and in other states, 
to give papers on the general study and on specific 
problems and findings encountered. These papers are 
published in other state medical journals as well as 
in that of North Carolina. Using the basic facts as un- 
covered in the study, other specialists, such as anes- 
thesiologists, collaborated with the chairman in articles 
relating to their specialty but also directly concerned 
with maternal welfare. Articles such as “Fetal Loss in 
Relation to Maternal Mortality” and analyses of spe- 
cific problems, such as toxemia, have been reported in 
regional and national journals on obstetrics and gyne- 
cology. Up to now, between 60 and 70 articles have 
been published as a result of the committee's total pro- 
gram. This educational means has been further 
strengthened by the enormous amount of direct cor- 
respondence with physicians, hospitals, clinics, and 
other agencies. All of this is designed to help solve 
some of the many problems encountered and to im- 
prove maternal care. 

Because so many maternal deaths were due to 
hemorrhage, the committee, early in its study, began 
a campaign to increase the number of blood banks. 
Therefore, in 1948 a booklet entitled “Management of 
a Blood Bank” that was distributed to all hospitals of 
the state was prepared by the committee. The com- 
mittee also advocated the establishment of “walking 
blood banks” in those communities where the physical 
plants were not adequate to maintain regular “on 
hand” blood banks. 

The chairman and other members of the committee 
are available to all county medical societies for dis- 
cussion of specific problems in obstetrics and maternal 
care as well as for the general presentation of the com- 
mittee’s program. In this personal way the committee 
has been of direct service to a majority of the county 
societies of the state. Presentation of the committee's 
program has not been limited to the medical profes- 
sion alone. The chairman has been active in programs 
of ancillary organizations, such as at social service 
conferences and at meetings sponsored by public 
health groups directly and indirectly concerned with 
maternity service and care. As a constant reminder of 
the maternal mortality problem and as a means for 
indicating improvement, a map appears in the state 
medical journal each month. Each maternal death is 
indicated on that map by a dot at the particular loca- 
tion where the death occurred. The dots are cumula- 
tive for each month of a year. 

For the benefit of the lay public the committee has 
publicized, through preparation of radio transcriptions 
and through local newspapers, the essentials of ade- 
quate maternity care and the necessity to seek pre- 
natal care early in pregnancy. Currently the committee 
is preparing similar material for television presenta- 
tion. 

The three medical schools use much of the material 
and findings of the committee in their undergraduate 
and graduate training programs. The chairman and 
some of the members of the committee are associated 
with the departments of obstetrics and gynecology at 
these schools. The chairman also lectures in the School 
of Public Health at the University of North Carolina. 
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Reports are currently in preparation on the second 
1,000 maternal deaths on which the committee will 
soon have completed study. Obviously this second 
series is taking longer to accumulate than the first, 
which covered the period from August, 1946, to Jan- 
uary, 1951, because of the great reduction in the ma- 
ternal mortality rate in the state. 


TaBLe 1.—Causes and Number of Maternal Deaths for Each 
Year from Aug. 1, 1946, to Jan, 1, 1955° 


Cause of Death 196 1947 1948 1949 1950 1951 1952 1953 1954 Total 


20 «64 49 & 598 41 483 
Hemorrhage ...... 18 66 78 38 6“ DO 8 6 8 415 
Embolism ........ 38 18 20 21 12 17 20 15 17 143 
Infection ......5.. 8 21 17 14 14 10 14 10 7 115 
SED ceccccecece 5 9 12 8 11 6 6 8 8 63 
Anesthesia ....... 6 1] 3 2 4 > 2 5 9 47 
dh 1 19 2% 27 23 133 18 15 161 
Indeterminate ..,.. 1 8 10 16 6 16 4 7 2 70 
Nonobstetric ..... 3 19 39 28 26 33 33 35 20 236 

BEE éeseeucéece 65 235 284 203 202 204 200 192 148 1,733 


* Data obtained from James F. Donnelly, M.D., Chairman, Maternal Wel- 
fare Committee, 1955. 


Results: Statistical Analysis—No attempt will be 
made here to give a complete statistical analysis of the 
findings of the Maternal Welfare Committee in North 
Carolina. This has been accomplished in the many 
papers published by the committee and by those using 
committee findings. (A bibliography will be furnished 
upon request.) The statistics to follow will summarize 
briefly some of the results of the committee findings 
and indicate the effect of the total effort to improve 
maternal welfare in North Carolina. 

As shown by the figures from the Bureau of Vital 
Statistics, North Carolina State Board of Health, in the 
10-year period from 1945 through 1954 the maternal 
mortality rate has decreased 71.5% (28 per 10,000 live 
births in 1945 to 8 per 10,000 in 1954). The 1954 rate 
can be further subdivided for white and nonwhite. 
Analyses reveal that one-third (38,189) of the total 
live births (114,563) in North Carolina for 1954 were 
nonwhite, with 60 maternal deaths ( official state health 
department statistic). This represents a nonwhite ma- 
ternal mortality rate of 16 per 10,000 live births as 
compared to that of 4 per 10,000 among the white 
group (31 maternal deaths in 76,374 live births). 

By Jan. 1, 1955, the committee had analyzed 1,733 
maternal deaths. Table 1 gives a summary of these 
deaths for each year tabulated according to the various 
causes of death. From a peak of 284 maternal deaths 
occurring in 1948, the number was reduced to 148 in 
1954—a gross reduction of 48%. This reduction oc- 
curred while there was a 4.5% increase in resident 
live births. The deaths classified as obstetric remained 
in approximately the same proportion each year—an 
average of 86% of the total number studied. 

From the first 1,000 maternal deaths studied by the 
committee, table 2 indicates that 844 were classified 
as obstetric and 767 of these were considered pre- 
ventable. The committee's criterion for determining 
preventability is based upon the academic ideal. 
Therefore, an obstetric death is classified preventable 
if it would probably not have occurred under ideal 
circumstances. Although there may be more than one 
responsibility factor involved in many cases, the factor 
considered primarily responsible is selected. It is then 
possible, as in table 2, to assign the responsibility to 
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the physician, patient, midwife, or facilities. Table 2 
also indicates the causes of the 9.1% of obstetric deaths 
considered nonpreventable. 

Comments and Conclusions—How a rural state 
(only one city over 100,000), with a population of 
over 4 million and with over one-fourth of this number 
Negroes, met forthright its problems in maternal health 
and succeeded in accomplishing its purpose is well 
exemplified by the activities of the Maternal Welfare 
Committee of the North Carolina Medical Society. 
The preceding sections make apparent the commit- 
tee’s accomplishments. That the maternal mortality 
rate has been reduced to almost one-fourth in the 10- 
year period is a statistical attestation of its success. 
The committee realizes, of course, that this degree ot 
success could not have been attained without the com- 
plete cooperation of the state health department and 
its divisions of records and statistics, public health 
nursing, nutrition, and others; the local health depart- 
ments, with their health officers and public health 
nurses; the state nursing association, with its organiza- 
tion and promotion of public health nursing; the three 
medical schools and their part in supplying well- 
trained physicians for the state; and other activities of 
the state medical society, such as the rural health com- 
mittee’s work in health education. The committee is 
also cognizant of the impossibility of evaluating the 
relative degree of each contributor’s effort but knows 
that cooperation is necessary to attain the goal for 
which it works—better medical care for the mothers 
and infants of North Carolina. 

The committee believes that the maternal mortality 
survey has stimulated the interest of physicians in 
obstetrics. The information gained by the study has 
provided concrete evidence of the problems that exist 
in the state relative to maternity. The dissemination of 
this information has promoted and will continue to 
“promote alertness to major obstetrical hazards and 
the prompt initiation of preventive measures designed 


TABLE 2.—Distribution of Preventability and Responsibility 
Factors in the 844 Maternal Deaths Classified as Obstetric in 
the First 1,000 Cases Studied by the Maternal Welfare 
Committee, 1946-1950° 


Preventable 


- Nonpre- 
Physician Patient Midwife Facilities ventable Total 
3 


Hemorrhage ........ 184 42 25 5 259 
127 108 21 264 
34 30 9 73 
Embolism 25 5 2 4° 74 
Anesthesia .........- 25 25 
Ka 19 23 J 3 46 
| 27 4 21 1038 

(55%) (28%) (7.8%) (0.6%) (9.1%) 

* Data obtained from James F. Donnelly, M.D., Chairman, Maternal Wel. 

fare Committee, 1955. 


to reduce maternal and infant loss.”* One tangible 
result as an example of the above statement is the 
number of blood banks now in North Carolina com- 
pared to the number 10 years ago. Only 12 blood 
banks were in operation at the time the committee 
began its studies. Analysis of the first 1,000 maternal 
deaths revealed that 259 were due to hemorrhage; 
only 3 of these were considered nonpreventable. Of 
the 259 deaths due to hemorrhage, only 81 of the 
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patients had received blood and most of them had 
received it in inadequate amounts. With the assistance 
of the Red Cross Blood Program and the insistance 
by the committee, the number of blood banks (with 
blood on hand) had increased to over 87 by 1953, 
with numerous “walking blood banks” serving small 
communities of the state. 

Early in its studies, the committee found a definite 
inverse relationship between the maternal death rate 
and the number of hospital deliveries. The Hill-Burton 
program, as promulgated by the North Carolina Med- 
ical Care Commission, did much to improve this situa- 
tion. In 1947, hospital beds numbered 9,636 in 115 
hospitals. In 1951, 248 hospitals and/or health centers 
were in operation, with 13,700 beds available. Better 
distribution and greater numbers of hospital beds 
have been the pattern since that time, and, conse- 
quently, more hospital deliveries have been made. For 
example, in 1953 the number of deliveries of white 
patients in hospitals totaled 95% in contrast to an 
average of 69% for the 1946-1950 period. The non- 
white hospital deliveries also increased from 31% to 
52% in the same short period of time. Relatively few 
counties in the state are now without a local hospital 
or health center. The road improvement program in 
the state has also contributed to the availability of 
these facilities. 

After analysis of the first 1,000 maternal deaths, as 
indicated in table 2, the committee found that the 
lack of facilities was a primary responsibility factor 
in only a small number of cases. This factor was 
recognized, of course, for its contributory effect in 
many cases assigned to the other three responsibility 
factors. The physician was found primarily responsible 
in 55%, the patient in 28%, and the midwife in 7.3% 
of those deaths classified as preventable (table 2). 

Several papers and published articles have appeared 
on the subject of toxemia, the most common cause of 
maternal mortality in North Carolina. Complete anal- 
vses of all the important features of this complica- 
tion have been made; management and treatment have 
been outlined; and in this regard, the necessity for 
adequate prenatal care has been repeatedly empha- 
sized. The analysis of the first 1,000 cases revealed 
that 80% of those who died had received inadequate 
prenatal care. 

The findings and activities of the Maternal Welfare 
Committee have alerted the anesthesiologists and other 
physicians to the importance of anesthesia and anal- 
gesia in obstetrics. Although the number of maternal 
deaths from anesthetic complications is relatively 
small, it nevertheless is extremely important, because 
most are considered preventable. Because trained 
anesthesiologists are relatively few in North Carolina, 
the committee, in cooperation with some of the anes- 
thesiologists, have outlined in detail the tvpes of com- 
plications that may occur. They urge all physicians 
doing obstetrics to familiarize themselves with these 
possible complications and with the need for pre- 
vention, early recognition, and prompt treatment. 

It has been conceded that the midwife situation in 
North Carolina was a necessary evil that could not be 
eliminated before physicians, hospitals, and health 
centers were available to all. The committee and state 


board of health have been working toward this goal. 
The number of licensed midwives has dropped since 
1950 from 1,000 to 529, and the ones currently prac- 
ticing are elderly; few new permits are being issued, 
and the recommendations of the North Carolina State 
Board of Health call for more stringent regulations 
of midwifery. It is hoped that this problem will be 
eliminated in a few years. 

With the unfolding of the over-all planning and the 
resultant progress made in North Carolina relative 
to improvement of maternal welfare, it becomes obvi- 
ous that much credit is due the physicians of the state 
through their medical society's Maternal Welfare Com- 
mittee. The experience and findings of the committee's 
study of nearly 2,000 maternal deaths is further being 
utilized by the chairman in his present capacity as 
obstetric consultant to the state board of health. He 
is in the strategic position of being able to coordinate 
the commitee’s fourfold program for improving ma- 
ternal health, his own experience as obstetrician and 
chairman of the committee, and the resources of the 
state and local health departments concerned with 
public health aspects of maternity care. Writing in a 
recent issue of The Bulletin of Maternal Welfare, the 
chairman says that “Although current vital statistics 
place North Carolina among the states having the 
highest maternal and infant mortality rates, the basic 
instruments to correct this are available and simply 
need to be utilized.” 

Consistent with this need, a program has been initi- 
ated for the improvement of the county health de- 
partment and local hospital and health center pre- 
natal or maternity clinics (usually well-baby clinics 
too) in those areas where shortage of physicians and 
socioeconomic conditions necessitate such arrange- 
ments. An outline of minimum criteria has been pre- 
pared and presented to each of these counties and its 
workability demonstrated. These criteria are con- 
cerned with both prenatal and postpartum medical 
supervision, including contraceptive service. The pre- 
natal phase of this extensive maternal care program 
is currently being emphasized; when this phase of the 
program has shown the desired improved results in 
attendance, etc., the postpartum phase will, in turn, 
receive proper emphasis. In addition, courses in basic 
obstetrics have been given to nursing personnel at 
many of these clinics. Also, the local physicians and 
health officers who supervise these clinics are pro- 
vided refresher courses in obstetrics and pediatrics in 
a three-day course established by the state board of 
health on an annual basis. 

The Maternal Welfare Committee of the North 
Carolina Medical Society and the North Carolina State 
Board of Health are directing their combined efforts 
toward accomplishing the utilization of the basic in- 
struments for maternal health by the families of the 
state. 
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MEDICINE AND THE LAW 


BLOOD TRANSFUSIONS—MEDICOLEGAL 
RESPONSIBILITIES 


Although the blood transfusion is now generally con- 
sidered to be a relatively minor procedure, it is never- 
theless responsible for a significant number of medical 
accidents each year throughout the United States. The 
technique has become so routine that many physicians 
have a tendency to disregard the inherent dangers that 
accompany blood and plasma transfusions but that are 
not usually present in other intravenous procedures, It 
has been estimated that the mortality due to blood 
transfusions is about one death in 1,000 to 3,000 trans- 
fusions.’ It has also been estimated that as many as 
3,500,000 transfusions are given each year in the United 
States.* As a cause of death, the blood transfusion ranks 
with appendicitis or anesthesia. Yet, despite these facts, 
blood transfusions have been given by some physicians 
merely to facilitate the more rapid recuperation of a 
“run-down” patient, without even the suggestion of an 
emergency. Inasmuch as the transfusion of blood is as- 
sociated with significant medical and legal hazards, 
such treatment should be prescribed only in instances in 
which it is essential for the patient's recovery. 

It would seem to go without saying that accuracy in 
blood grouping and cross-matching tests is fundamental 
to a safe blood transfusion. In giving a blood trans- 
fusion, the physician, of necessity, must frequently rely 
entirely upon the laboratory. If blood is incorrectly 
grouped or cross-matched by the laboratory the physi- 
cian has no way of correcting the mistake. Therefore, 
the utmost care must be taken to provide precautionary 
measures in the laboratory that will minimize the possi- 
bility of errors. Those in charge of such laboratories 
should entrust grouping and cross-matching tests only 
to reliable and specially trained technicians. Many of 
the accidents that have occurred are directly attrib- 
utable to untrained interns and physicians who per- 
formed these tests at night or on holidays, in the absence 
of regularly assigned technicians. 

Even when grouping and cross-matching tests are 

performed by highly skilled persons, labels are some- 
times switched or bottles of blood mislabeled. A trans- 
fusion accident is practically inevitable once a bottle of 
blood has been mislabeled. Accidents occurring because 
of mislabeling seem to be just as prevalent as those re- 
sulting from errors in blood grouping or cross-matching. 
Besides errors in blood grouping, accidents occur be- 
‘ause of clerical errors or sheer carelessness, as in the 
case in which one of two patients with similar or identi- 
cal names may require a transfusion and blood is ad- 
ministered to the wrong person, If a patient suffers a 
prolonged illness or dies as a result of a transfusion of 
blood of an incorrect group, the patient, or his family, 
if he does not survive, may be entitled to damages un- 
less the immediate need for blood to sustain life allowed 
no time for adequate tests. The transfusion of blood of 
an incompatible group is prima facie evidence of neg- 
ligence and legal liability. 


Undoubtedly, transfusion of blood of an incorrect 
blood group occurs far more frequently than is recorded 
in the published, reported court decisions, since, gener- 
ally, only the decisions of appellate courts are reported. 
Then, too, not all the accidents that occur mature into 
claims; most claims are settled out of court and those 
that go to trial are appealed infrequently. However, the 
number of court decisions that have been reported, 
particularly within the last five years, offers convincing 
evidence that blood-transfusion accidents are not iso- 
lated occurrences. 

In order to illustrate the medicolegal responsibilities 
that are associated with the taking or administraticn of 
blood, a review of some of the important reported cases 
may be helpful. 

In Necolayff v. Genesee Hospital,’ a New York case, 
the plaintiff was placed by her own physician in the 
defendant charitable hospital as a paying patient. While 
she was recovering from a surgical operation there, an 
intern and a nurse entered her room and told her that 
she was to have a blood transfusion from her daughter. 
Although she protested and informed them that she had 
no daughter, they nevertheless administered the trans- 
fusion, As a result she became seriously il] and tempo- 
rarily insane. Actually, the transfusion was intended for 
another patient. The court held the hospital liable for 
damages and asserted that a charitable hospital could 
be held liable for an injury to a patient resulting from 
the negligence of an employee acting in an administra- 
tive capacity even though such employee be a physicia 1, 
nurse, or other person normally considered professional. 
The court reasoned that giving a transfusion to the 
wrong patient was negligence and the entrance of the 
intern and nurse into the wrong room caused the pro- 
fessional nature of their errand to cease, thereby making 
the hospital responsible for such negligence. 

In New York, charitable hospitals are liable for the 
acts of employees that are administrative and not pro- 
fessional in nature. As a matter of common sense there 
does not seem to be much logic in holding charitable 
hospitals free trom liability by labeling an act as “pro- 
fessional” in one case and imposing liability in a similar 
situation by the semantic device of calling the act 
“administrative.” 

Giving a blood transfusion is clearly a medical act, 
and its professional nature is not destroyed merely be- 
cause, as in the Necolayff case, it was performed upon 
the wrong patient. By calling it administrative because 
of the mistake, the New York court imposed liability 
upon a charitable hospital. 

It had been the previous rule in New York that chari- 
table hospitals were not liable to patients through 
respondeat superior for the torts due to negligence of 
their employees. The rule was based upon a theory ot 
implied waiver by the recipient of hospital services. The 
implied-waiver theory was abandoned in 1937 by the 
Court of Appeals in Sheehan v. North Community 
Hospital * in which the hospital was held liable in neg- 
ligence for the administrative acts of its employees; the 
court reasoned that medical personnel insulated the 
hospital from liability because they were independent 
contractors. Hence, the doctrine of immunity that chari- 
table institutions had enjoyed in New York had been 
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splintered to permit liability in “administrative” negli- 
gence ’ although it was retained in cases of “medical” 
negligence.® The liability or nonliability of charitable 
hospitals was based upon this distinction until recently, 
and then the trend toward unconditional liability was 
resumed in New York. 

If the roll of the state and territorial courts were 
called on the question of whether a charitable hospital 
is immune from suit to recover for injuries caused by 
the negligent act of an emplovee, it is believed that it 
would show that 25 courts would grant immunity, 22 
would deny immunity, and 4 states and one terri- 
tory would be doubtful.’ Courts that would grant im- 
munity are Connecticut, Idaho, Indiana, Louisiana, 
Massachusetts, Michigan, Nebraska, New Jersey, New 
York, North Carolina, Pennsylvania, Rhode Island, 
Texas, Virginia, West Virginia, Wisconsin, Wyoming, 
Arkansas, Kansas, Kentucky, Maine, Maryland, Mis- 
souri, Oregon, and South Carolina. Only the last eight 
states have complete immunity. In New York, in a 
recent case* that is discussed below, the court 
held a charitable hospital liable for the “medical” 
acts of a nonprofessional employee but expressly 
refused to rule on the general question as to 
whether a hospital should be liable for the medical acts 
of professional employees, No immunity exists in New 
York with reference to the administrative acts of pro- 
fessional or nonprofessional emplovees. In Rhode Island 
the immunity rule is established by statute. In Maryland 
the court-made immunity rule is apparently overcome 
by statute in cases in which the institution carries liabil- 
ity insurance. The courts that would deny immunity are 
Alabama, Alaska, Arizona, California, Colorado, Dela- 
ware, District of Columbia, Florida, Georgia, Illinois, 
lowa, Minnesota, Mississippi, New Hampshire, North 
Dakota. Ohio, Oklahoma, Puerto Rico, Tennessee, Utah, 
Vermont, and Washington. In four of these jurisdictions 
—Colorado, Georgia, Illinois, and Tennessee—execution 
on such a judgment can be had only against nontrust 
property, such as liability insurance. The five jurisdic- 
tions that must be classified as doubttul are Hawaii, 
Montana, New Mexico, and South Dakota, in which no 
reported cases are to be found, and Nevada, in which 
the one reported decision provides no reliable indication 
of what that court would decide on this precise 
question, 

Thus, although the weight of older authority in the 
United States is on the side of nonliability of charitable 
hospitals for the negligence of hospital employees, the 
trend now is definitely toward liability.” The courts of 
Arizona,'’ California,'' lowa,'* Mississippi,'® Ohio,'* 
and Washington have in recent years overruled prior 
decisions and now allow unconditional recovery. 

New York has not gone so far as to expressly allow 
unconditional recovery against charitable hospitals for 
the negligence of hospital employees, but a case decided 
in 1956 appears to point in this direction. There are 
several interesting medical and legal facets to this case, 
entitled Berg vy. New York Society for the Relief of the 
Ruptured and Crippled,'* and it deserves detailed dis- 
cussion. The plaintiff, Mrs. Berg, suffering from rheuma- 
toid arthritis, entered the defendant's hospital for a 
course of treatment that included the administration of 


500 cc. of blood. Prior to the performance of the trans- 
fusion, a sample of her blood was sent to the hospital's 
laboratory for analysis. The technician who tested it re- 
ported that Mrs. Berg's blood was type A, Rh positive. 
She was transfused with Rh-positive blood, but the 
transfusion was stopped when she started to develop 
an unfavorable reaction. A few months after she was 
discharged from the hospital she became pregnant 
and was directed by her family physician to a labora- 
tory for the purpose of determining her blood type and 
Rh factor. It was then discovered, and later verified, 
that she was type A, Rh negative, and not Rh positive. 
During the course of Mrs. Berg's pregnancy it was 
established that the fetus was an Rh-positive one, since 
her titer index rose substantially. She was advised that 
this increased titer would in all probability be fatal to 
the fetus. Later the fetus died, but Mrs. Berg was ad- 
vised to carry through for the full period. Because of 
the circumstances, the attending physician at delivery 
found it necessary to use manual pressure upon the ab- 
domen for a much longer period than is usual or cus- 
tomary. This caused various internal difficulties that 
required medical treatment and ultimately a vaginal 
hysterectomy. 

In the trial court, suit was brought against the at- 
tending physician and the defendant hospital. The case 
against the physician was dismissed, and, after a trial 
without a jury, the court awarded a judgment for 
the plaintiff against the hospital on the ground that the 
act of the laboratory technician was an administrative 
and not a medical act and that the hospital was there- 
fore responsible for the technician's negligence. 

From this decision, the defend int hosp.tal appealed 
to the Appellate Division. There was a rather lengthy 
dissenting opinion that considered the negligent act to 
be administrative, but the majority of the court felt 
that the plaintiff, as a patient in the defendant hospital, 
was being given medical treatment and care under 
the direction of a physician. Of course, said the Appel- 
late Division, the realities of hospital procedure are 
not readily separated into “medical” and “administra- 
tive’ acts. It may be presumed that almost all acts 
that a hospital performs for its patients inevitably re- 
late in some degree to their medical care and treatment. 
The determination of whether any single act is “medi- 
cal” or “administrative” often hinges on blending bord- 
erline considerations that, as may be supposed, invite 
delicate distinctions. The Appellate Division conclud- 
ed, therefore, that the negligent act in this case bore 
a sufficiently direct and immediate relationship to the 
care and treatment specified for the plaintiff by her 
own physician to require it to be construed as a “medi- 
cal” act. The judgment of the trial court in favor of the 
plaintiff was, therefore, reversed. 

Then the plaintiff appealed to the Court of Appeals. 
the court of last resort in New York, In the first para- 
graph of its opinion that clearly states the gist of the 
decision, the court said: 

The blood test was a “medical” act in the sense that it was 
preparatory to a transfusion. However, the test was performed 
not by a physician or nurse but by a technician who was em- 
ployed and paid by the hospital and who was so far short of 


“professional” status or attainments that only four to six weeks 
training was necessary for her job. She was no independent prac- 
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titioner of a learned profession, working in but not for the hos- 
pital. She was a salaried employee doing routine work which 
required a minimum of skill and training. Therefore ... we hold 
that this particular hospital as the employer of this particular 
young woman is liable for her negligence. 


The judgment of the trial court in favor of the plain- 
tiff and against the hospital was therefore reinstated. 

The Court of Appeals, thus, reached the same conclu- 
sion as did the dissenting judge of the Appellate Divi- 
sion but for different reasons. The dissenting judge of 
the Appellate Division was of the opinion that the act 
of the technician was an administrative act for which, 
under prior New York decisions, a charitable hospital 
is liable. 

If the Court of Appeals had merely wanted to hold 
for the plaintiff in this individual case without making 
law to apply to other cases, it could have simply fol- 
lowed the pattern of the trial court, the dissenting opin- 
ion of the Appellate Division, and the many other 
New York cases that hinged upon the distinction be- 
tween administrative and medical acts of negligence. 
Instead, the Court of Appeals chose to make judicial 
law by acknowledging the act of negligence to be med- 
ical but nevertheless holding the hospital liable be- 
cause the negligent technician was “no independent 
practitioner of a learned profession.” Thus it appears 
that, although the Court of Appeals did not by express 
language overrule its prior line of decision, charitable 
hospitals in New York are no longer immune from 
liability for the negligence of its employees of a rou- 
tine medical nature. 

At least from the standpoint of basic logic the dis- 
tinction between medical and administrative negli- 
gence that prevailed in New York was an artificial one. 
If it serves the public interest that charitable hospitals 
shall enjoy immunity for the negligence of its employ- 
ees, then such interest is best served if the immunity 
is recognized without artificial exception. On the other 
hand, if social necessity recognizes that, as between 
even a charitable hospital and an injured patient, the 
hospital is better able to bear the risk, here, too, the 
needs of an injured person to be compensated for neg- 
ligent injuries are exactly the same, regardless of any 
false legalisms that linger in the decisions of our courts. 
Some court decisions have pointed out that, in this 
modern society, charitable hospitals like noncharitable 
institutions may protect themselves through insur- 
ance.” It goes without saying that improvement of 
medical standards and the promotion of hospital safety 
for the patient should be motivated by professional 
zeal to provide the best patient care that science and 
human ingenuity can achieve and not by legal consid- 
erations of liability. Nevertheless, cases such as the 
Berg case served to remind the medical profession 
and hospital administrations that the quality of patient 
care does not depend solely upon the trained physician 
or the skilled surgeon who has spent years in training 
but in fact depends just as much upon the skill of a 
technician who, according to the Berg case, was re- 
quired to have but four to six weeks of training. 

Probably the most serious risk relating to blood trans- 
fusion and one that defies medical science and preven- 
tive measures is the danger of transmitting hepatitis. 
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Careful screening and questioning of donors may to a 
limited degree lessen this risk. However, a healthy per- 
son who gives no history of hepatitis or jaundice and 
no clinical evidence of liver dsease may nevertheless 
carry the virus of hepatitis. Dr. Wiener has estimated 
that this complication is a result of blood transfusion 
in 1 out of 500 cases."* Although the development of 
hepatitis is recognized as one of the calculated risks of 
blood transfusion, the danger of this disease cannot be 
ignored and the hospital blood bank probably has a 
medical if not the legal duty at least to inquire into 
the medical history of a prospective donor and to re- 
ject those donors with a recent history of the disease. 
There are no reported court cases in which a hospital 
blood bank has been charged with negligence on this 
score, but, since such inquiry is customary, a patient 
injured by contaminated blood under circumstances in 
which it is shown that the use of such blood could 
have been avoided by reasonable diligence and inquiry 
probably would have a right to recover damages. 

A few years ago, a patient who had contracted jaun- 
dice from a blood transfusion sought to hold a New 
York hospital liable for damages even though no claim 
of negligence on the part of the hospital was made. 
In Perlmutter v. Beth David Hospital,’ the plaintiff 
became ill with jaundice after receiving a blood trans- 
fusion while a patient at the defendant hospital. The 
hospital charged her $60 for this blood that the hospi- 
tal had purchased from the third party defendant, the 
Blood Transfusion Association. The plaintiff alleged 
in her complaint that the blood was responsible for 
her illness and that the hospital had breached implied 
warranties of fitness and merchantabilty in providing 
contaminated blood. The pleadings were not framed in 
negligence but in warranty. Section 15 of the Uniform 
Sales Act, which has been adopted in New York,*’ 
provides that in every “sale of goods” there are im- 
plied warranties as to the quality of goods. The plain- 
tiff contended that she “bought” blood from the de- 
fendant hospital, that she was billed separately for this 
purchase, and that as a result thereof she suffered per- 
sonal injury that entitled her to damages. Accordingly, 
she claimed that there was an implied warranty that 
the blood furnished was suitable for a blood transfu- 
sion. The defendant, Beth David Hospital, filed a mo- 
tion to dismiss the complaint in which it contended that 
the transaction involved “services” and that the implied 
warranties of quality found in the Uniform Sales Act 
do not apply to transactions that are not “sales of 
goods.” In filing a motion to dismiss, the defendant ad- 
mitted the allegations of the complaint for purposes 
of the pleadings but called upon the court to dismiss 
the action for failure to state a cause of action. The trial 
court denied the motion to dismiss the complaint, hold- 
ing in effect that if the plaintiff could prove the allega- 
tions of her complaint she would be entitled to a 
verdict. 

The defendant appealed and in a 4-to-3 deci- 
sion the Court of Appeals reversed the trial court and 
dismissed the complaint as not stating a cause of 
action. The majority held that the supply of blood by 
the hospital for a price was not a sale but merely an 
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incident of an entire contract for services. The Uniform 
Sales Act attaches implied warranties to sales, but 
these warranties are not implied in contracts for serv- 
ices, 

Disregarding legalisms, it is clear that the majority 
felt that, notwithstanding the Uniform Sales Act, liabil- 
itv without fault should not be imposed upon a hospi- 
tal. The dissenting judges contended that, since the 
plaintiff paid a consideration of $60 for the blood alone, 
the transfer could be considered a separate transaction, 
unrelated to the services provided by the hospital in 
return for payment of its normal fees. Furthermore, 
the plaintiff had contracted for the provision of medical 
services with her own physician, who performed the 
transfusion, and al! the hospital did in this transaction 
was to supply the blood. 

Notwithstanding the result in this case, there is still 
the very real possibility that under a similar set of facts 
a court may yet see fit to impose liability upon a sup- 
plier of blood without proof of negligence. Since the 
Perlmutter case was a 4-to-3 decision, a change 
in the composition of the New York Court of Appeals 
might produce an opposite ruling if these facts are 
again presented to the Court. Furthermore, courts in 
other jurisdictions conceivably may be more influenced 
by the dissenters than the majority, since the decision 
has been criticized by a number of legal scholars. 

A writer in St. John’s Law Review stated *': 

It does not seem that an opposite conclusion would have re- 
sulted in imposing a serious burden upon the Hospital. If a 
recovery were had, then, as the dissent indicated, the hospital 
would have a right of indemnity over against a third party. [The 
blood was supplied by the Blood Transfusion Association.] Nor 
does it seem that the possibility of ultimate pe ‘rsonal liability 
would result in the case of blood, in any genera! public refusal 
to sell blood. The instances in which diseased blood reaches the 
patient would be few. Furthermore, in these cases, the ends of 
justice would be best served by imposition of liability since, in 
the case of jaundice whether or not.the blood reaches a patient 
depends upon the integrity of the paid donor in most instances. 
The purpose of implied warranty is to afford protection to the 


buyer. It is an answer of natural justice to the doctrine of caveat 
emptor. 


The Harvard Law Review commented ”°: 


It would seem that the plaintiff should have been allowed the 
opportunity to attempt to prove the existence of a sale. 
Under these circumstances a jury might reasonably have found 
facts from which a sale could be inferred. 


What apparently represents the current legal and 
social philosophy of many courts in dealing with 
hospital and physician liability for injuries to patients 
was expressed in the University of Pennsylvania Law 
Review 


In the preponderance of cases involving patients and hospitals, 
the hospital will be the better risk bearer, since expensive medical 
treatment is beyond the means of most individuals, while most 
hospitals have sufficient reserves to meet such costs... . In addi- 
tion, standard insurance policies to cover this liability are avail- 
able to hospitals and have been obtained by many of them. ... 
These policies provide a means for wider distribution of the 
economic burden of illness caused by infected blood. Pure chance 
determined that the plaintiff rather than any other patient re- 
ceived the particular pint of blood which caused the harm, and 
it seems just to distribute the burden among those who had an 
equal opportunity of receiving it. This is particularly true in the 
instant case, where this hospital could pass the loss back to the 
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third party defendant which could then distribute the loss among 
all the hospitals to which it sells blood, and through them, in the 
form of a higher charge for blood, to the persons who obtained 
blood from this common source and received benefit therefrom. 


One conclusion is evident from the Perlmutter case: 
that there is the very real possibility that other courts, 
and even the New York court, may yet hold hospitals 
and blood banks to be insurers of the quality of blood 
they furnish. The American Medical Association Law 
Department has given the problem considerable 
thought and offers these suggestions. First, it would 
seem that as a precautionary measure hospitals should 
change their billing practice with reference to supply- 
ing blood. Instead of making a charge for blood, the 
hospital should make an equivalent and specific charge 
for the use of its facilities and the services of its techni- 
cians who assist the physician. Second, inasmuch as 
the Uniform Sales Act implies warranties in the sale of 
goods and in the absence of an express agreement to 
the contrary, it is suggested that this situation be cov- 
ered by a contractual provision between the patient 
and the hospital to the effect that the hospital does not 
guarantee the quality of the blood furnished. This 
could be included in a form of consent or agreement 
tor blood transfusion or a similar form, A contractual 
provision of this nature would offer no protection in 
a situation where there is negligence on the part of 
the hospital, such as knowingly taking blood from a 
diseased donor or improper storage of blood, because 
a contract to protect oneself from his own future negli- 
gence is invalid. However, it may offer protection 
against liability without fault. (forms | and 2.) 


Form 1.—Agreement for Blood Transfusion 
To: Dr 


(Attending physician ) 

and Hospital Date 19..... 

1. I hereby request and authorize the administration of a 
blood transfusion to , and such 

(Insert “myself” or name of patient) 
additional transfusions as may be deemed advisable in the judg- 
ment of Dr wo, the attending phy- 
sician, or such physicians as he may designate to assist him. 

2. It is understood and agreed that the physicians will be 
responsible only for the performance of their own individual 
professional acts, and that the blood typing and the selection of 
compatible blood are the responsibilities of those who actually 
perform the necessary laboratory tests. 

3. It has been fully explained that blood transfusions are not 
always successful in producing a desirable result and that there 
is a possibility of ill-effects such as the transmission of infectious 
hepatitis or other diseases or blood impairments. 

4. Also, it has been explained that emergencies may arise 
when it may not be possible to make adequate cross-matching 
tests, and that immediate need may make it necessary to use 
existing stocks of blood which may not include the most com- 
patible blood types. 

5. It is understood and expressly agreed that the blood sup- 
plied in accordance with this agreement is incidental to the 
rendition of services and that no requirement, guarantee, or 
warranty of fitness or quality shall apply. 

Signature of patient 
When patient is a minor or incompetent to give consent: 
Signature of person authorized to consent for patient 


Address 
Relationship to patient 
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Witness: Signature 
Address 
City and State 


Form 2.—Agreement for Blood-Plasma Transfusion 
To: Dr 


( Attending physician ) 

1. I hereby request and authorize the administration of blood 
plasma to 


in such amounts 


(Insert “myself” or name of patient ) 

and at such times as may be deemed advisable in the judgment 
of Dr , the attending physician, or such 
physicians as he may designate to assist him. 

2. It has been fully explained that blood plasma is a product 
manufactured from pooled blood of many donors and sometimes 
carries the virus of infectious hepatitis and other diseases. It has 
been further explained that the administration of blood plasma 
is not always successful in producing a desirable result. 

3. It is understood and expressly agreed that the blood sup- 
plied in accordance with this agreement is incidental to the ren- 
dition of services and that no requirement, guarantee, or war- 
ranty of fitness or quality shall apply. 

Signature of patient 

When patient is a minor or incompetent to give consent: 
Signature of person authorized to consent for patient 


Address 
Relationship to patient 
Witness: Signature ......... 
Address 
City and State 


It is difficult to determine the number of accidents 
that occur in the taking of blood. Usually such acci- 
dents do not involve injuries as serious as those sus- 
tained by patients as a consequence of negligent blood 
transfusions. It is probable that a preponderance of 
such claims are settled out of court. There are, how- 
ever, several reported cases in which injuries have 
been sustained by blood donors. 

In Brown v. Shannon West Texas Memorial Hospi- 
tal,** a blood donor sought to recover for serious injury 
that he alleged to be caused by the use of a nonsterile 
needle. The court held that the burden of proof was 
upon the plaintiff to show by competent evidence that 
the needle was contaminated when used and was a 
proximate cause of the injury of which the plaintiff 
complained. The mere proof that infection followed 
the taking of blood or that it could possibly be attrib- 
uted to the use of a nonsterile needle was insufficient 
in the opinion of the court. 

In Saltzer vy. Reckord,”’ the plaintiff blood donor was 
not injured, strictly speaking, as a result of any lack 
of technique in the taking of blood. After giving blood 
the plaintiff remarked that he felt faint. He was seated 
by the physician and thereupon fell against a sterilizer 
and was scalded. The court held that the physician 
was not guilty of malpractice in seating the donor in 
proximity to the sterilizer. 

However, the defendant was less fortunate in Boll v. 
Sharp & Dohme.’ In this case a professional blood 
donor who was supplying his blood to a drug company 
signed a release in which the donor stated that he had 
not consulted or received treatment from a physician 
for a period of six weeks, that he was submitting to the 
procedure at his own risk, and that he would not hold 
the company responsible for any consequences that 
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might occur. The court held that the signing of such a 
release did not free the defendant company from liabil- 
ity resulting from negligence in its technique in taking 
blood. It is basic in tort law that the courts will disre- 
gard a contract or release in which one party agrees to 
hold free from liability for future acts of negligence. 

However, it is important to procure a statement from 
a prospective donor, and such a statement will offer 
a measure of protection in some situations. For ex- 
ample, it is considered good medical practice that a 
donor should not be permitted to give blood more 
frequently than once in six weeks. There are no re- 
ported cases on this precise point, but a court might 
very well consider it negligence for a blood bank to 
knowingly accept blood from a donor at more frequent 
intervals than is good medical practice. It might even 
be held that the hospital blood bank has an affirmative 
duty to inquire as to the last time the donor gave 
blood. Since viruses such as those that cause hepatitis 
cannot be detected by blood examination, there prob- 
ably is also a duty upon the blood bank to inquire 
regarding the medical history of a prospective donor. 
A signed statement from the donor would be valuable 
evidence in defending a suit by a patient in which it 
was claimed that adequate precautions were not taken 
to avoid the use of infected blood. 

There is probably a similar responsibility to permit 
the donor to rest for a reasonable period immediately 
following the taking of blood for this is accepted med- 
ical practice. Also it is probably customary medical 
practice to caution the donor to avoid physical exertion 
for the remainder of the day. In malpractice cases the 
courts have repeatedly imposed liability upon physi- 
cians who have departed from accepted sound medical 
practice. In considering methods to minimize legal 
liability with respect to blood donors, the A. M. A. 
Law Department has these suggestions to offer. Before 
accepting a prospective blood donor it is desirable to 
procure a signed statement from him that sets forth 
his medical history regarding illnesses that may affect 
the quality of his blood or that might suggest that the 
giving of blood might seriously impair the health of 
the donor. Although a release signed before the taking 
of blood is of no legal value, a release signed after 
the taking of blood, for valuable consideration, may 
possibly be of substantial value in many instances. In 
the case of a paid blood donor, his compensation 
would be stated as consideration in the release. In the 
case of an unpaid blood donor who is supplying blood 
on behalf of a particular patient, the consideration 
would be relinquishment of a stated dollar amount of 
the patient's bill for services rendered by the hospital. 
Also the release should state that the donor is leaving 
the premises after recovery and is free from the effects 
of the procedure and at his own request and volition 
(forms 3 and 4), 

ForM 3.—Agreement with Blood Donor 
To: Dr 


(Physician in charge of blood bank ) 
and Hospital 19..... 
1. On behalf of , a patient who has been the 
recipient of blood from the hospital, and in 
order to reduce the obligation which was incurred by this patient 
in receiving such blood, I request that I be accepted as a blood 
donor. 


> 
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2. I represent that I am not now nor have I ever been afflicted 
with syphilis, tuberculosis, malaria, infectious hepatitis, brucel- 
losis, infectious mononucleosis or any other infectious diseas. or 
blood impairment, except as stated in paragraph 3. I am in good 
health and know no reason or condition which might impair or 
affect the suitability of my blood or create a danger in any way 
for the recipient of my blood; nor do I know of any condition, 
physical or mental, which might impair my own health and well- 
being as a result of my serving as a blood donor. 

3. The following are all the infectious diseases or blood im- 
pairments which I have ever had: 


4. In consideration of the sum of dollars 
to be paid me for my services as a blood donor, 
which I direct to be applied against the bill for services due and 
owing by the patient referred to in paragraph 1, I agree to assume 
all of the iaoct and indirect risks involved, including but not 
limited to personal injuries which I may sustain. 

5. I have been given, understand, and agree to follow the pre- 
cautionary instructions which are intended to facilitate my own 
recovery after giving blood. I have also been informed of the 
possibility of ill-effects and the risks involved in serving as a 
blood donor. 

6. The last time that I served as a blood donor was on 
a I HEREBY SWEAR THAT ALL OF 
THE ABOVE STATEMENTS ARE TRUE AND CORRECT 
AND THAT I FULLY UNDERSTAND THE MEANING OF 
THIS AGREEMENT. 


Signed 
Address 
City and State...... 
Witness 
ACCEPTED: 
Dr. 
and Hospital 
By 


(Duly authorized agent ) 
RELEASE AND RECEIPT 


I hereby acknowledge receipt of the sum of 
dollars ($..........0000+ ), which I direct you to apply against the bill 
for services due and owing by the 
patient on whose behalf I have given my blood, and in consider- 
ation therefor I hereby and forever release Dr 


( Physician in 
and Hospital 


charge of blood bank ) 
and their agents, employees, and assistants from all liability of 
whatsoever nature, whether in tort or in contract, in connection 
with or resulting from the services that I have already rendered, 
and I am now leaving the premises at my own request. 

I FULLY UNDERSTAND THAT THIS IS A COMPLETE 
RELEASE OF ALL CLAIMS. 


Signed 
Date 
Witness 
Witness 
Form 4.—Agreement with Blood Donor 
To: Dr 


(Physician in charge of blood bank ) 
and Hospital Date 
1. I represent that I am not now nor have I| ever been afflicted 
with syphilis, tuberculosis, malaria, infectious hepatitis, brucel- 
losis, infectious mononucleosis or any other infectious disease or 
blood impairment, except as stated in paragraph 2. I am in good 
health and know no reason or condition which might impair or 
affect the suitability of my blood or create a danger in any way 
for the recipient of my blood; nor do I know of any condition, 
physical or mental, which might impair my own health and well- 
being as a result of my serving as a blood donor. 
2. The following are all the infectious diseases or blood im- 
pairments which I have ever had: 
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3. In consideration of the sum of dollars 
to be paid me for my services as a blood donor, 
I agree to assume all of the direct and indirect risks involved, 
including but not limited to personal injuries which I may sustain. 

4. I have been given, understand, and agree to follow the 
precautionary instructions which are intended to facilitate my 
own recovery after giving blood. I have also been informed of 
the possibility of ill-effects and the risks involved in my serving 
as a blood donor. 

5. The last time that I served as a blood donor was on 
a I HEREBY SWEAR THAT ALL OF 
THE ABOVE STATEMENTS ARE TRUE AND CORRECT 
AND THAT I FULLY UNDERSTAND THE MEANING OF 
THIS AGREEMENT. 


Signed 
Address 
City and State 
Witness 
ACCEPTED: 
Dr. 
and Hospital 
By 


(Duly authorized agent ) 

RELEASE AND RECEIPT 

I hereby acknowledge receipt of the sum of 

dollars ($ ) in hand paid, and in consideration therefor 

I hereby and forever release Dr 

(Physician in charge of blood bank ) 

and Hospital and their agents, 

employees and assistants from all liability of whatsoever nature, 

whether in tort or in contract, in connection with or resulting 

from the services that I have already rendered, and I am now 
leaving the premises at my Own request. 

I FULLY UNDERSTAND THAT THIS IS A COMPLETE 

RELEASE OF ALL CLAIMS. 


Signed 


Date 


Witness 


Conclusions 


A number of medical, social, and legal conclusions 
can be drawn from a study of the recent cases involving 
blood transfusions and the taking of blood—all of which 
are interrelated and interdependent. 

From a medical standpoint, the taking and transfu- 
sion of blood have evolved from difficult to relatively 
simple techniques, while at the same time the number 
of accidents has apparently increased appreciably. 
This is characteristic of medical progress, for as the 
number of lifesaving procedures increase the number 
of accidents likewise tend to increase even though the 
ratio of accidents to treatment may remain constant 
or even diminish. 

The compensation of injured persons at the expense 
of those who are deemed responsible is determined 
fundamentally by the social philosophy of the courts 
and justified by legal doctrines. Most lawyers will ac- 
knowledge the pliability of the law applicable to per- 
sonal injuries and the manner in which the courts use 
legal doctrines to accommodate their conceptions of 
social] justice. More and more it is evident that the 
courts are relying upon recognition of an underlying 
principle of risk distribution, and this is reflected in 
the frequency of verdicts for the plaintiff. 

No hospital, even if it is a charitable hospital that is 
operated in a jurisdiction that holds such institutions 
to be immune from tort liability, can afford to be 
without insurance coverage in the face of ever-broad- 
ening liability. 
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When effective ways are discovered to eliminate 
the legal problems that arise out of accidents in blood 
transfusion and similar accidents, it will be physicians 
and not lawyers who will lead the way by devising 
fool-proof techniques that will avoid such errors as 
mistakes in blood-grouping or label-switching. In some 
of the grey areas the use of good medicolegal forms 
will offer a measure of protection. However, in the final 
analysis these legal problems can be dealt with ade- 
quately only if medicine will provide similar emphasis 
upon accident prevention and the utilization of already 
acquired knowledge as it does to scientific advance- 
ment, for true medical progress can only be measured 
by the preservation of life. 
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COUNTIES HAVING THE CORONER FUNCTION 
UNDER MEDICAL CONTROL 


In an editorial that appeared in Tue JouRNAL on 
Sept. 1, 1956, entitled “Medical Examiner Versus 
Coroner System,” it was pointed out that now is the 
time for state medical societies to consider the creation 
of a statewide medical-examiner system for presenta- 
tion to their respective 1957 state legislatures. 

Societies that are formulating such programs may 
be interested in the following summary, recently re- 
ceived from the National Municipal League, concern- 
ing counties that have the coroner function under 
qualified medical control, 

Arizona—Maricopa County only. 

Arkansas—Coroners remain elective but have been 
under the control of the State Medical Examiner since 
1951. 

Connecticut—Coroners must employ physicians. 

Georgia—Since 1953 coroners have been elective but 
are subject to the Director of Crime Laboratory and 
his field medical examiners. 

Maryland—Complete state medical-examiner system 
has been in existence since 1939. 

Massachusetts—Complete state —medical-examiner 
system has been in existence since 1877. 

Michigan—Ten counties including Wayne (Detroit) 
have substituted qualified medical examiners under 
optional laws. 

New Hampshire—Medical reteree physicians are ap- 
pointed by governor. 

New Jersey—County supervisors appoint qualified 
medical examiners. 

New York—There is a civil-service medical examiner 
in the five counties of New York City and in several 
others populous counties. 

North Carolina—Since the passage of enabling legis- 
lation of 1955, Union, Polk, and Cumberland counties 
have initiated the medical examiner system. 

North Dakota—County commissions in 29 populous 
counties out of the 53 appoint qualified medical 
examiners. 

Pennsylvania—Philadelphia county has had a med- 
ical examiner since 1953. 

Rhode Island—Medical examiner has statewide juris- 
diction. 

Vermont—Qualified state pathologist appoints doc- 
tors as regional medical examiners. 

Virginia—Post of medical examiner with statewide 
power has been in existence since 1946. 

Wisconsin—Milwaukee county has civil-service ex- 
aminer. 

In other states with elective county coroners, phy- 
sicians serve from time to time in a minority of the 
counties. Counties required by law to be served by 
qualified medical examiners number about 300 out of 
a total of 3,049. 


? 


ARIZONA 


Conference on Coccidioidomycosis.—The Arizona 
State Department of Health announces that a confer- 
ence on coccidioidomycosis will be held at the Phoenix 
Public Library Auditorium in Phoenix, Feb. 11-13. 
The sessions will open with remarks by Dr. Clarence 
G. Salsbury, commissioner, Arizona State Department 
of Health, Phoenix, and Dr. Robert J. B. Anderson, 
chief, U. S. Public Health Service, Communicable Dis- 
ease Center, Atlanta, Ga. The following panels have 
been scheduled for Tuesday: Ecology of Coccidioides 
Immitis; Immunological Studies on Coccidioidomyco- 
sis; and Coccidiodomycosis as an Armed Forces 
Problem. A motion picture film, “Coccidioidomycosis— 
Its Epidemiologic and Clinical Aspects,’ by Drs. Roger 
O. Egeberg, director, Los Angeles County Hospital, 
and Libero Ajello, Ph.D., U. S. Public Health Service, 
Chamblee, Ga., will be shown Monday at 4:15 p. m. 
Dr. Egeberg will serve as chairman of the opening ses- 
sion Monday morning and Chester W. Emmons, Ph.D., 
U. S. Public Health Service, Bethesda, Md., will be 
chairman of the afternoon session. Chairmen of the 
Tuesday sessions will be Dr. Charles E. Smith, dean, 
School of Public Health, University of California, 
Berkeley, and Dr. H. Gilbert Crecelius, director of 
laboratories, Arizona State Department of Health, 
Phoenix. On Wednesday the chairmen will be Dr. 
Peter R. Meis, chief, professional services, U. S. Air 
Force, Davis-Monthan Air Force Base, Tucson, and 
Dr. Anderson. 


CALIFORNIA 


Meeting on Chest Diseases.—“Facts and Fancies in 
Diseases of the Chest” will be the topic of Dr. Maurice 
S. Segal, clinical professor of medicine, Tufts College 
Medical School, Boston, at the meeting of the Ala- 
meda—Contra Costa Medical Association f presented 
in cooperation with the Tuberculosis and Health Asso- 
ciation of Alameda and Contra Costa counties), Jan. 
28, 8:15 p. m., in the Highland Auditorium (East 31st 
Street and Vallecito Place, Oakland; KEllog 2-1122). 


CONNECTICUT 


Lecture on Cardiopulmonary Changes at Birth.—The 
Yale University School of Medicine, New Haven, will 
offer a lecture, “Cardiopulmonary Changes at Birth” 
by Dr. Virginia Apgar, professor of anesthesiology, 
Columbia University College of Physicians and Sur- 
geons, Feb. 4, 8:15 p. m., in the Fitkin Amphitheater. 
Physicians are invited. 


Course on Economics of Medical Practice.—Drs. David 
B. Allman, Atlantic City, N. J., President-Elect, Ameri- 
can Medical Association, and Ralph T. Ogden, Hart- 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 
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MEDICAL NEWS 


ford, president, Connecticut State Medical Society, 
will speak at the Jan. 31 session of the course on 
medical practice that is being presented by the Con- 
necticut State Medical Society in cooperation with the 
Yale University School of Medicine, department of 
public health. Their discussion (Brady Auditorium, 
310 Cedar St., New Haven, 4 p. m.) will deal with 
county and state medical organizations, the American 
Medical Association, and their relationship to public 
affairs. 


IDAHO 


Personal.—Dr. Alfred H. Rossomando, Nampa, has 
been named Idaho state chairman of the 1957 Crusade 
for Freedom, which will be conducted in February to 
raise funds for continued operations of Radio Free 
Europe and the Free Europe Press. Dr. Rossomando 
is chief of surgery at the Mercy Hospital and vice- 
president of the Samaritan Hospital, both in Nampa. 
In World War II, he served as a captain in the Medical 
Corps in both the European theater and the South 
Pacific. 


ILLINOIS 


Lecture in Winnetka.—Dr. Frederick H. Allen, direc- 
tor, Philadelphia Child Guidance Clinic, and clinical 
professor of psychiatry, University of Pennsylvania 
School of Medicine, Philadelphia, will present “Prob- 
lems of Teenagers,’ Feb. 6, 8 p. m., at the North Shore 
Health Resort, 225 Sheridan Rd., Winnetka. Dr. Allen 
is president of the American Academy of Child Psychi- 
atry and past-president of the International Association 
of Child Psychiatry. Physicians are invited to attend. 


Chicago 


Lectures on the Growth of Medicine.—In its series, 
“The Growth of Medicine,” Northwestern University 
Medical School will present the following lectures in 
room 641 of the Ward Memorial Bldg., 303 E. Chicago 
Ave., from 5 to 6 p. m.: 


Feb. 5, Medical Ethics Through the Ages, Ilza Veith, Ph.D., 
assistant professor of the history of medicine, University of 
Chicago Medical School. 

Feb. 12, Siamese Twins, Lester R. Dragstedt, chairman, depart- 
ment of surgery, University of Chicago Medical School. 

Feb. 19, The Growth of Our Knowledge of Tumors, William B. 
Wartman, professor of pathology, Northwestern University 
Medical School. 

Feb. 26, Religio Medici (a discussion of the change of attitude 
of doctors toward the practice of medicine through the ages ), 
Samuel J. Zakon, associate professor of dermatology, North- 
western University Medical School. 


Lectures on Cancer.—The University of Chicago 
School of Medicine will present the following lectures 
in its series, “Fundamental Problems in Cancer,” at 
5 p. m., in room P-117: 

Jan. 28, Biological Comparison of Adult, Embryonic, and Can- 


cer Tissue, Harry S$. N. Greene, New Haven, Conn. 
Feb. 4, Mammary Cancer, Charles B. Huggins, Chicago. 
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Feb. 11, Biometric Aspects of Neoplastic Disease, Michael B. 
Shimkin, Bethesda, Md. 

Feb. 18, Biochemical Aspects of Cancer, Van R. Potter, Ph.D., 
Madison, Wis. 

Feb. 25, Experimental Pituitary Tumors and the Role of Pitui- 
tary Hormones in Target Organ Tumorigenesis, Jacob Furth, 
Boston. 

March 4, Fundamental Considerations in the Chemotherapy of 
Cancer, Chester M. Southam, New York. 

March 11, Natural History of Cancer, David A. Karnofsky, 
New York. 

The series, which began Jan. 7, has presented lec- 
tures by Elwood V. Jensen, Ph.D., Dr. Paul E. Steiner, 
Chicago, Wendell M. Stanley, Ph.D., and Dr. Lester 
Breslow, San Francisco. 


NEW JERSEY 


Symposium on Fetal Salvage.—A symposium on fetal 

salvage is scheduled tor the Jersey City Medical Cen- 

ter, Jan. 26, under the sponsorship of the Margaret 

Hague Maternity Hospital and the Seton Hall College 

of Medicine and Dentistry. Speakers and discussants 

include: 

Placental Insufficiency, Arthur T. Hertig and Donald G. Me- 
Kay, Boston; and Georgeanna E. S. Jones, Baltimore. 

Nutrition in Pregnancy, Elmer L. Severinghaus, Nutley, and 
Bertha S. Burke, A.M., Boston. 

Prevention of Abortion, Carl T. Javert, New York; and George 
V. S. Smith, Brookline, Mass. 

Anesthesia in Pregnancy, Virginia Apgar, New York; and Ben- 

jamin E. Marbury, New York. 

Steroids in Pregnancy, M. Edward Davis, Chicago; and Abra- 
ham E. Rakoff, Philadelphia. 


NEW YORK 


Symposium on Renal Failure.—A symposium on acute 
renal failure, sponsored by State University of New 
York College of Medicine in Syracuse and the Veterans 
Administration Hospital, will be held at the hospital, 
Feb. 1-2. The program is open to all physicians in 
upstate New York. No registration is necessary. Out- 
of-state participants will include Drs. Jerry A. B. Stir- 
man, Dallas, Texas; Carl W. Walter, Boston; Louis G. 
Welt, Chapel Hill, N. C.; Arthur D. Mason, St. Louis; 
and Arthur J. Merrill, Emory University, Ga. The 
symposium will be moderated by Homer W. Smith, 
Sc.D., of New York University College of Medicine, 
New York City, who will also deliver an address Friday 
evening. The program will include “Pathogenesis of 
Acute Renal Failure,” “Disordered Physiology of Acute 
Renal Failure,” and “Case Presentation and Discussion 
of Therapy of Acute Renal Failure.” 


New York City 


Lecture on Neoplastic Diseases.—In its lectures on neo- 
plastic diseases, Montefiore Hospital will offer “Occu- 
pational Cancer” by Dr. Wilhelm C. Hueper, chief, 
environmental cancer section, National Cancer Insti- 
tute, Bethesda, Md., Feb. 1, 3 p. m., in the West Base- 
ment Conference Hall. 


Biggs Lecture by Dr. White.—Dr. Paul D. White, 
emeritus professor of medicine, Harvard Medical 
School, Boston, will deliver the 32nd Hermann M. 
Biggs Memorial Lecture at the New York Academy of 
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Medicine (2 E. 103rd St.), Feb. 7, 8:30 p. m. His sub- 
ject will be “The Relation of Ways of Life to Heart 
Disease.” 


Medical Aid to Hungary.—The American Hungarian 
Medical Association will sponsor a gala dinner concert 
for the benefit of medical aid to Hungary, Feb. 2, at 
the Hotel Plaza. The reception at 6:30 p. m. will be 
followed by dinner at 7:30 p. m. Artists participating 
in the after-dinner concert will include Joseph Szigeti, 
violinist; Agi Jambor and Sari Biro, pianists; and Leslie 
Chabay and Regina Resnick, singers. Tickets for the 
dinner concert ($20 a person) may be obtained from 
the dinner chairman, Dr. Jerome Gerendasy, 11 E. 


68 St., New York 21. 


OHIO 


Dr. Chenoweth Named Professor Emeritus.—Dr. 
Laurence B. Chenoweth, director of students’ health 
service at the University of Cincinnati, who has re- 
tired after 36 years of service to the university, has 
been named professor emeritus. Dr. Chenoweth is a 
past-president of the American College Health Associa- 
tion and of Phi Epsilon Kappa, physical education 
fraternity. He has served on the board of directors of 
the Cincinnati Social Hygiene Society and on the 
staffs of Deaconess, Bethesda, Jewish, and Christian 
R. Holmes hospitals. 


Dr. Blankenhorn Appointed Educational Director.— 
The Jewish Hospital Association, Cincinnati, an- 
nounces the appointment of Dr. Marion A. Blanken- 
horn to the position of director of education in the 
department of internal medicine of the Jewish Hospi- 
tal. Dr. Blankenhorn has retired as Taylor Professor 
of Medicine and director of the department of internal 
medicine in the University of Cincinnati College of 
Medicine and director of the medical service at the 
Cincinnati General Hospital. Appointed to his post at 
the University of Cincinnati in 1935, he remains as 
professor emeritus at the college of medicine. 


OREGON 


University News.—The University of Oregon Medical 
School, Portland, announces that gifts and grants total- 
ing $105,642 have been received since early September 
to support educational, research, and service programs. 
Of the total, $56,088 came from the U.S. Public Health 
Service. The largest individual grants went to Robert F. 
Labbe, Ph.D., assistant professor of biochemistry, 
$16,000 from the National Science Foundation, in 
support of research on “The Mechanism by Which 
Iron Is Incorporated into Heme”; Drs. Thomas B. 
Fitzpatrick, professor and head of the division of 
dermatology and syphilology, and Howard S$. Mason, 
Ph.D., associate professor of biochemistry, $15,000 
from the Damon Runyon Fund for continuing re- 
search on skin cancer; and Dr. Archie R. Tunturi, 
assistant professor of anatomy, $10,000 from the U. S. 
Office of Naval Research, for continuation of funda- 
mental research in the anatomy and physiology of the 
acoustic system in the brain and mechanism of the ear. 
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TENNESSEE 


University News.—The University of Tennessee Col- 
lege of Medicine, Memphis, announced that Dr. Fried- 
rick Diecke, formerly with the University of Wurzburg, 
has joined the staff of the division of physiology as an 
instructor. 


Dr. Rolfe Honored.—At the 6lst annual convention of 
the National Medical Association, its Distinguished 
Service medal was awarded to Dr. Daniel Thomas 
Rolfe, dean of medicine, Meharry Medical College, 
Nashville. The citation emphasized Dr. Rolfe’s long 
and faithful service in the development of Meharry as 
a school of medicine and medical research, his contri- 
butions as a teacher of physiology, and his constructive 
enterprise as secretary of the Meharry Alumni Asso- 
ciation. 


GENERAL 


Western Society for Clinical Research.—The Western 
Society for Clinical Research will hold its 10th annual 
meeting, Jan. 31-Feb. 2, at the Golden Bough Theatre, 
Carmel, Calif. The president's address will be delivered 
Thursday at 1:45 p. m. by Dr. William M. M. Kirby, 
Seattle. In all, 50 papers will be read, and more than 
80 speakers will participate by invitation. 


Borden Award to Dr. Greene.—The Borden Award in 
the Medical Sciences was bestowed on Dr. Harry 
S. N. Greene, professor of pathology, Yale University 
School of Medicine, New Haven, Conn., at the annual 
banquet of the association of American Medical Col- 
leges in Colorado Springs, Colo., Nov. 11. The award, 
consisting of a gold medal and $1,000, is made an- 
nually to an outstanding scientist affiliated with one of 
the nation’s medical schools. Dr. Greene is noted for 
his development of techniques in transplanting tumors. 
A member of the Yale medical faculty since 1943, he 
has been Anthony N. Brady Professor of Pathology 
and chairman of the Yale department of pathology 
since 1950. 


Kenfield Memorial Scholarship.—The American Hear- 
ing Society, 1800 H. St. N. W., Washington 6, D. C., 
announces that competition for the Kenfield Memorial 
Scholarship, awarded annually to a prospective teacher 
of lipreading, will open on Feb. 1. Application blanks 
may be obtained from Miss Ruth Bartlett, chairman 
of the society's Teachers Committee, 432 $. Curson 
Ave. E., Los Angeles 36. Deadline for returning com- 
pleted applications to her is April 1. The winner of 
the annual award is entitled to take a course in methods 
and practice in teaching lipreading from any school 
or university in the United States offering a course 
acceptable to the teachers committee of the American 
Hearing Society. The scholarship is to be used within 
one year from the date of award. The applicant must 
be a well-adjusted person with a pleasing personality, 
legible lips, good speech and voice, and no unpleasant 
mannerisms. Graduation from college with a major 
in education, psychology, and/or speech is a require- 
ment. 
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Surgeons Meet in New Orleans.—A sectional meeting 
of the American College of Surgeons will be held at 
the Roosevelt and Jung hotels, New Orleans, Feb. 4-7. 
Clinics will be held at Charity Hospital of Louisiana; 
Eve, Ear, Nose and Throat Hospital; Hotel Dieu, 
Sisters’ Hospital: Mercy Hospital-Soniat Memorial; 
Ochsner Foundation Hospital; Southern Baptist Hos- 
pital; Touro Infirmary; and Veterans Administration 
Hospital. The Louisiana chapter of the college invites 
all registrants to the dinner meeting, Feb. 3, at which 
Dr. James T. Priestley, Rochester, Minn., will be the 
guest speaker. Dr. R. Gordon Holcombe Jr., Lake 
Charles, president of the Louisiana chapter, will pre- 
side. Panel discussions have been scheduled on Surgery 
of the Hand; Fluid Balance and Electrolytes; and 
Vascular Grafts. There will be symposiums on the 
Care of the Patient with Multiple Injuries; Cancer of 
the Oral Cavity and Face; Management of the Patient 
with Advanced Cancer; Pediatric Surgery; Manage- 
ment of Intrathoracic Lesions; and Congenital Anoma- 
lies of the Genitourinary Tract. Numerous panel dis- 
cussions and symposiums have also been planned for 
the section meetings. A motion picture symposium is 
scheduled for Tuesday, 8:30-10 p. m. 


Motion Picture Workshop.—A medical motion picture 
workshop will be held Feb. 4-6 on the sound stages of 
the Calvin Company, 1105 Truman Rd., Kansas City, 
Mo. A demonstration will be sponsored by and pre- 
sented at the Kansas Medical Center, Kansas City, 
Kan., on Feb. 7. Tuition for the workshop, $60, will 
cover all sessions of the three days and nights, includ- 
ing the banquet. There will be no additional fee for the 
Kansas Medical Center tour and audio-visual demon- 
strations. Guest speakers include Mr. Ralph Creer, Di- 
rector, Motion Pictures and Medical Television, Amer- 
ican Medical Association; J. Edwin Foster, Ed. D., 
Audio-Visual Institute of the Association of Medical 
Colleges, Chicago; Mr. Mervin W. La Rue Sr., pro- 
ducer, Chicago; Miss Helaine S. Levin, director, film 
library, American Dental Association, Chicago; Joseph 
E. Markee, Ph.D., department of anatomy, Duke 
University School Medicine, Durham, N. C.; Dr. John 
L. Meyer Il, U. S. Public Health Service Hospital, 
Staten Island, N. Y.; Dr. David S. Ruhe, head, depart- 
ment of audio-visual education, University of Kansas 
Medical Center, Kansas City; Mr. Warren Sturgis, 
Sturgis-Grant Productions, Inc., New York; and Mr. 
Sv Wexler, Churchill-Wexler Film Productions, Los 
Angeles. 


FOREIGN 


American Hospital in Saudi Arabia Accredited.—The 
Dhahran Health Center of the Arabian American Oil 
Company in Saudi Arabia has been fully accredited by 
the Joint Commission on Accreditation of Hospitals in 
the United States. The 3! million dollar center in- 
cludes a clinic, a 340-bed hospital, and a research sec- 
tion. When an additional 67-bed medical wing and a 
40-bed isolation ward now under construction are 
completed, the center will represent an investment of 
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6 million dollars. The two identical outer wings of the 
building constitute the hospital. The ground floor of 
the central wing houses the clinic, laboratories, x-ray 
and physiotherapy sections, and the pharmacy. On the 
second floor are the offices of Dr. Robert C. Page, med- 
ical director, his assistant directors, the administrator 
of the center, and other key staff members, as well as 
a medical library and conference room. Among the 
projects under way is the development of a vaccine 
for the prevention of trachoma. Aramco has appropri- 
ated $500,000 for a five-year project that has been 
undertaken in cooperation with the Harvard School 
of Public Health. The Dhahran Health Center provides 
for the medical needs of over 21,000 employees of 
Aramco and their families and for the public as well, 
devoting 51% of the hospital beds and 28% of the clini- 
cal facilities to the general public. These services either 
are given without charge or are heavily subsidized. 
The center maintains a staff of nearly a thousand, in- 
cluding 56 physicians, 3 dentists, 260 nurses, 34 tech- 
nicians, and a staff of specialists, including radiologists, 
pathologists, and an ophthalmologist, and operates a 


Saudi nurse trainees at the Dhahran Health Center. 


nurses’ training school with 82 students. The clinical 
facilities are capable of treating 50,000 outpatients a 
month. Patients include men, women, and children of 
many nations—Saudis, Lebanese, Pakistanis, Sudanese, 
Americans, Dutch, and Italians. 


EXAMINATIONS 
AND LICENSURE 


AMERICAN Boarb OF ANESTHESIOLOGY: Part I. Various locations, 
July 19. Final date for filing application is Jan. 19. Oral. Ashe- 
ville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 80 
Seymour St., Hartford 15, Conn. 

AMERICAN BoarpD OF DERMATOLOGY: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13, Final date for filing 
application is April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

AMERICAN BoarD OF INTERNAL Mepicine: Written. Oct, 21. 
Oral. New Orleans, Feb. 4-8; Boston, April 3-6, Final date for 
filing application is Jan. 2. Chicago, May 27-29; San Francisco 
or Los Angeles, September. Final date for filing application is 
Feb. 1. Subspecialties. Gastroenterology. Philadelphia, April 
5-6. Final date for filing application is March 1. Exec. Sec., 
Dr. W. A. Werrell, 1 West Main St., Madison 3, Wis. 
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AMERICAN BOARD OF NEUROLOGICAL SunGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 


AMERICAN BoOarb OF OpsTETRICS AND GYNECOLOGY: Part I. Vari- 
ous cities of the United States, Canada, and military centers 
outside the Continental United States, Feb. 1. Candidates must 
submit case reports to the office of the Secretary within thirty 
days of being notified of their eligibility to Part I. The cases 
must be prepared in the manner described in the Bulletin of 
the board with a duplicate index list. Part I], Chicago, May 
16-25. Request for reexamination in Part II must be received 
prior to Feb, 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


AMERICAN BoarbD OF OPHTHALMOLOGY: Written. Jan. 21. Final 
date for filing application was July 1. Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 


AMERICAN Boarb OF SurGcERY: Oral. Part I. Chi- 
cago, January 1957. Final date for filing application was Aug. 
15. Sec., Dr. Sam W. Banks, 116 South Michigan Ave., Chi- 
cago 3. 

AMERICAN Board OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, lowa City. 

AMERICAN Boarp oF PatHoLocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date for filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

AMERICAN Boanrb OF Pepiatrics: Oral. New Orleans, Feb. 22-24. 
Sec., Dr. John Mck. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN OF PHysiCAL M&rpiCINE AND REHABILITATION: 
Parts I and II. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C, Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN Boarp OF PLAstic SurGERY: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelie E. Hillerich, 4647 Pershing 
Ave., St. Louis 8, 

AMERICAN Board OF PREVENTIVE MEDICINE: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 


AMERICAN Boarp Or ProcroLocy: Oral and Written. Parts I and 
Il. September. Sec., Dr. Stuart T, Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND NeurOoLoGY: Oral. New 
Orleans, Mar. 18-19, Final date for filing application was Sept. 
10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S. W., 
Rochester, Minn. 


AMERICAN Boarp OF KapioLocy: Tampa, April 1-6, Final date 
for filing application is Jan. 1. Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarp OF Surcery: Part I], San Francisco, Jan. 17-18; 
Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, June 10-11. 

AMERICAN Boarp OF Uro.Locy: February 1957. Sec., Dr. William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarb OF THORACIC SuRGERY: Written, Various centers through- 
out the country, February 1957, and the closing date for regis- 
tration was Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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AIR FORCE 

Insignia and Criteria for Flight Surgeons.—The chief 
of staff, U.S. A. F., recently approved distinctive in- 
signia for wear by physicians and dentists. The insig- 
nia for flight surgeons, which incorporate the basic 


LIGHT SURGEON 


OR PLIGHT 


FLIGHT SURGECN 


design of the new medical insignia, are illustrated 
here. The requirements for the flight surgeons’ ratings 
follow: 

Chief Flight Surgeon 


Criteria. Has been rated as senior flight surgeon or aircraft 
observer and has a minimum of 15 years’ service on flying status 
while assigned to aviation medical duties, during which time he 
must have acquired a minimum of 1,500 hours of flying time; be 
physically qualified; currently on flying status; actively engaged 
in the practice of aviation medicine, and recommended for rating 
by the surgeon general, U.S. A. F. 
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Senior Flight Surgeon 


Criteria 1. Has been designated a flight surgeon and has a 
minimum of seven years’ service on flying status while assigned 
to aviation medical duties. During this time he must have ; acquired 
a minimum of 1,000 hours of flying time; be physically qualified; 
currently on flying status, and actively engaged in the practice 
of aviation medicine. He must have fully completed the aviation 
medicine specialty training program and/or been certified by the 
American Board of Preventive Medicine in aviation medicine or 
satisfactorily completed a professional examination prescribed by 
the surgeon general, U. S. A. F. He must be recommended for the 
rating by the major air command surgeon and/or the surgeon 
general, U.S. A. F 

Criteria 2. Is currently rated as an aircraft observer and is 
recommended for the rating by the major air command surgeon 
and /or the surgeon general, U.S. A. F. 


Flight Surgeon 


Criteria 1. Has successfully completed phase 2 (advanced 
course in aviation medicine ) at the U.S. A. F. School of Aviation 
Medicine. 

Criteria 2. Has practiced in the field of aviation medicine as an 
aviation medical examiner for a period of one year, during which 
time he must have been on flying status. Is credited with a 
minimum of LOO hours of flying time as an aviation medical 
examiner; is physically qualified; currently on flying status, and 
recommended for rating by the major air command surgeon 
and /or the surgeon general, U.S. A. F 

Criteria 3. Is currently designated as a Hight surgeon and 
recommended for rating by the major air command surgeon 
and /or the surgeon general, U.S. A. F 


New Flights for Patients.—The Military Air Transport 
Service recently instituted a flight from McGuire Air 
Force Base in New Jersey to Travis Air Force Base in 
California, to provide additional transportation of pa- 
tients. In addition to its everyday operations, MATS 
Hies patients for the entire Department of Defense. 
The big C-118 Liftmaster assigned to the transconti- 
nental trip will augment other air transportation of 
patients within the United States. Two trips each week 
are routed from McGuire Air Force Base via Andrews 
Air Force Base, Maryland, Scott Air Force Base, Cali- 
fornia, and return, in order that patients may be on- 
loaded or offloaded for distribution to hospitals of final 
destination in those areas. The Liftmaster will be fitted 
with a minimum of 18 litters and 30 seats. Col. L. Ren- 
der Braswell said that the new schedule not only 
would speed the movement of patients within this 
country but would add to their comfort and well- 
being. The East Coast and West Coast terminuses of 
the flights are the principal aerial ports to which 
MATS flies patients from overseas theaters. 


Traffic Safety Conference in Texas.—The state of 
Texas and the U. S. Air Force held a joint conterence 
on traffic safety at Austin, Dec. 5-7. Governor Allen 
Shivers of Texas called the conference to discuss a 
better method for reducing traffic accidents among 
Air Force personnel who drive on public highways. 
Col. Homer Garrison Jr., director, Department of 
Public Safety, Texas, gave the conference objectives 
for state traffic officials; Mr. E. C. McFadden, presi- 
dent, Texas Safety Association, gave the objectives of 
the Texas traffic safety organizations; Col. W. L. 
Tubbs, (retired), assistant for ground safety, Head- 
quarters U. S. A. F., expressed the Air Force objec- 
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tives. Sessions were held on the role of the commander 
and staff in the Air Force traffic program; accident 
control through traffic engineering; driver control 
through enforcement and related functions; improving 
military driver control; the control of vehicle accidents 
through education; and how the Air Force and Texas 
communities could assist each other in the problem. 
Representatives of the Texas Department of Public 
Safety, Texas Highway Department, Texas safety 
organizations, national traffic agencies, national safety 
agencies, and the commanders and their staffs from 
Air Force bases in the state of Texas attended the 
conference, in addition to members of the Headquar- 
ters U. S. Air Traffic Safety Committee. Lieut. Col. 
Charles N. Moss, M. C., represented the surgeon gen- 
eral as a member of the Headquarters U. S. Air Force 
Traffic Safety Committee. 


NAVY 


Personal.—Capt. John R. Seal, M. C., lectured at the 
University of Wisconsin Medical School, Madison, 
Dec. 9, on “Progress in the Conquest of Acute Respira- 
tory Diseases in the Armed Forces.” This paper was 
given on the Medical Education for National Defense 
program being conducted at the university. 


VETERANS ADMINISTRATION 


Blind Veteran Given Rehabilitation Award.—A blind 
veteran who has dedicated his life to helping others 
who have lost their sight received the National Re- 
habilitation award of the American Veterans of World 
War II, Dec. 14. He is Russell C. Williams, chief of 
the rehabilitation center at the VA Hospital at Hines, 
Ill., where sightless veterans are taught to “see” with 
the walking cane. 

The award was presented at a ceremony in Chicago, 
attended by more than 300 veterans and government 
and civic officials. Mr. Williams, who was blinded bv 
an exploding shell in France in World War II, has 
helped 384 sightless veterans toward a new life dur- 
ing the 16 weeks of training each received at the 
Hines center. Last April he represented the VA at 
the two-week world-wide seminar on rehabilitation 
of the blind in London. He is a central figure in the 
training film, “The Long Cane,” which is shown to 
demonstrate the techniques used at the Hines center. 


PUBLIC HEALTH SERVICE 


Stipends for Fellowships Increased.—Increased sti- 
pends will be given in fellowships for scientific re- 
search or study awarded by two federal agencies, the 
National Science Foundation and the Public Health 
Service. The increase will be made available to all 
fellows appointed after Jan. 1, 1957. 

National Science Foundation fellowships are 
awarded in all fields of science, while Public Health 
Service research fellowships are awarded in medical 
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and allied sciences. The stipends at the predoctoral 
level will be increased by $200, which will raise the 
stipend to $1,600 for the first year, $1,800 for the in- 
termediate year, and $2,000 for the terminal year. 
Allowances, which include tuition, certain travel ex- 
penses, and $350 for each dependent, will remain un- 
changed. The new stipends from both agencies at the 
postdoctoral level will be $3,800 for the first year, 
$4,200 for the second year, and $4,600 for the third 
year. This represents increases of $400, $500, and $600 
respectively. Postdoctoral allowances of $350 for each 
dependent, certain travel expenses, and up to $500 
for research supplies will remain unchanged. 

An increase in the stipend for Public Health Service 
regular traineeships will be effective beginning Jan. 1, 
1957. These are awards made directly to candidates 
by an institute of the National Institutes of Health 
for training in an institution of the individual’s choice. 
These stipends are for advanced clinical research 
training in schools of the health sciences. The new 
stipends for Public Health Service regular trainee- 
ships will be $3,800 tor the first year, $4,200 for the 
second vear, and $4,600 for the third year. These 
represent increases over the present traineeships sti- 
pends of $400, $500, and $600 respectively. Allow- 
ances, Which include $350 for each dependent and 
certain travel expenses, will remain unchanged. 

Special traineeship stipends are also awarded by 
certain of the Institutes of Health concerned with 
heart disease, neurological diseases, blindness, arthri- 
tis, and metabolic disease to senior candidates for 
specialized training in clinical research and in clinical 
teaching in these fields. 


Water Pollution Control Programs.—Under the new 
Water Pollution Control Act, Congress appropriated 
50 million dollars for the fiscal year 1957 for grants to 
municipalities to aid in constructing sewage treat- 
ment facilities. The statute limits a grant to any one 
municipality to 30% of the cost of its project or $250,- 
000, whichever is smaller. Among other conditions, a 
project must be part of a federal-state water pollution 
control program developed cooperatively by the Public 
Health Service, other federal agencies, state and inter- 
state agencies, municipalities, and industries. The 
program list now includes about 10,000 municipalities. 

In approving federal aid, the surgeon general is 
required by the act to consider the public benefits of 
the project, the propriety of federal aid in its con- 
struction, and the relation of the ultimate costs to 
public interest and necessity. The new statute also 
authorizes a broadened research program to aid in 
establishing and carrying out water pollution control 
programs. 

Eight prominent citizens, long interested in water 
conservation problems, were appointed by President 
Eisenhower on Nov. 9 to serve as members of the 
Water Pollution Control Advisory Board of the Public 
Health Service. A ninth member is yet to be named. 
The chairman of the board, as specified by law, will be 
either the surgeon general or a sanitary engineer officer 
designated by him. 
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DEATHS 


Anderson, Ernest Albert, Rock Island, Ill.; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1905; member of the Association of Life In- 
surance Medical Directors of America; for many years 
medical director for Modern Woodmen of America; 
died in St. Anthony's Hospital Oct. 14, aged 79. 


Bacote, Albert Junius, Knoxville, Tenn.; Meharry 
Medical College, Nashville, 1919; for many years 
physician in the city health department; on the cour- 
tesy staff of the University of Tennessee Hospital, 
where he died Nov. 6, aged 70, of carcinoma of the 
liver. 


Beardsley, David Elijah ® Cedar Rapids, lowa; Uni- 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1904; fellow of the American 
College of Surgeons; past-president of the Linn County 
Medical Society; for many years city health officer; 
died Oct. 29, aged 77, of heart disease. 


Beatty, Alexander Steele © Creston, Lowa; Chicago 
Homeopathic Medical College, 1903; for many years 
county coroner; on the staff of the Greater Community 
Hospital, where he died Oct. 24, aged 81, of coronary 
thrombosis. 


Belton, Judson Drayer * Louisville, Ky.; University of 
Louisville School of Medicine, Louisville, 1923; mem- 
ber of the American Academy of General Practice; 
veteran of World War I; on the staffs of the Norton 
Memorial Infirmary, Kentucky Baptist Hospital, Jew- 
ish Hospital, and the SS. Mary and Elizabeth Hospital, 
where he died Oct. 31, aged 60, of adenocarcinoma of 
the stomach with metastasis. 


Coughlin, John P. Evanston, Loyola University 
School of Medicine, Chicago, 1917; on the staff of St. 
Francis Hospital, where he died Nov. 21, aged 66, 
of myocardial infarction. 


Davis, Arthur Earl ® Seymour, Iowa; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1909; died in the 
Mayo Clinic, Rochester, Minn., Sept. 21, aged 73, 
after a gallbladder operation. 


Davis, Morris M., Clay, Ky.; Kentucky University 
Medical Department, Louisville, 1906; died in the 
Cardwell Clinic Hospital, Providence, Nov. 1, aged 
80, of a cerebral hemorrhage. 


Dornblaser, H. Bright * Los Gatos, Calif.; Johns Hop- 
kins University School of Medicine, Baltimore, 1914; 
member of the Minnesota State Medical Association; 
for many years practiced in Minneapolis; fellow of the 
American College of Surgeons; died Oct. 29, aged 72, 
of coronary disease. 


Draper, Edgar Arthur, Cape May, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1912; veteran of World War I; died in the Burdette 
Tomlin Memorial Hospital, Cape May Court House, 
Nov. 17, aged 68, of cerebral hemorrhage. 


@ Indicates Member of the American Medical Association. 


Epps, Carl Belden ® Sumter, S. C.; Medical College 
of South Carolina, Charleston, 1911; fellow of the 
American College of Surgeons; served one term in 
the House of Representatives from Sumter County; 
on the staff of the Toumey Hospital, where he died 
Nov. 7, aged 74, of hypertension and anterior myo- 
cardial infarction. 


Erwin, Frank Lewis, Oak Hill, W. Va.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1913; 
died in the Medical College of Virginia, Hospital Di- 
vision, Richmond, Va., Nov. 2, aged 65. 


Files, Edward Hasty ® Cedar Rapids, lowa; Rush 
Medical College, Chicago, 1928; past-president of the 
Linn County Medical Society; member of the Indus- 
trial Medical Association; served as city and county 
health officer; on the staffs of the Mercy and St. Luke's 
Methodist hospitals; died Oct. 24, aged 58, of coronary 
occlusion. 


Fitzgerald, Robert Roland Braden ® Lockport, N. Y.; 
University of Toronto Faculty of Medicine, Toronto, 
1905; in December, 1955, was honored by the Niagara 
County Medical Society for his 50 years of distin- 
guished professional service; consultant in surgery 
at Niagara Falls (N. Y.) Memorial Hospital; served as 
chairman of the board of managers of the Lockport 
City Hospital; died Sept. 11, aged 75, of acute coronary 
thrombosis. 


Franklow, Charles Davis ® Dallas, Texas; Fort Worth 
School of Medicine, Medical Department of Texas 
Christian University, 1915; served in Europe during 
World War I; died Nov. 8, aged 65. 


Frick, David Clements ® Toledo, Ohio; St. Louis 
University School of Medicine, 1933; member of the 
American Academy of General Practice; veteran of 
World War I; director of medicine, Riverside Hospi- 
tal; on the staffs of St. Charles and Toledo hospitals; 
died Nov. 6, aged 49, of cerebral hemorrhage. 


Levy, Katherine, Chicago; Northwestern University 
Woman's Medical School, Chicago, 1899; died Oct. 21, 
aged 94, of acute myocardial infarction. 

Light, Samuel Dawson W. ® Miami, Fla.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1899; died in the Margaret R. Pardee Memorial Hos- 
pital, Hendersonville, N. C., Oct. 16, aged 79, of a 
heart attack. 

McCormick, Francis J., Chicago; Jenner Medical Col- 
lege, Chicago, 1909; died in St. Anne’s Hospital Nov. 3, 
aged 80, of bronchopneumonia, cerebral hemorrhage, 
and arteriosclerotic heart disease. 


McLeod, Norman W., Monticello, Fla.; Atlanta (Ga.) 
College of Physicians and Surgeons, 1905; died in 
Thomasville, Ga., Oct. 24, aged 78, of hypostatic 
pneumonia following a fracture of the left femur. 


Meneray, Wilbur Eugene ® Gadsden, Ala.; Tulane 
University of Louisiana School of Medicine, New Or- 
leans, 1937; member of the Southeastern Surgical Con- 
gress and the International College of Surgeons; on the 
staff of the Holy Name of Jesus Hospital, where he 
died Nov. 6, aged 43, of coronary thrombosis. 


296 


Vol. 163, No. 4 


Miller, Samuel Osgood * Springfield, Mass.; Dart- 
mouth Medical School, Hanover, N. H., 1899; for many 
years on the staff of the Monson State Hospital in 
Palmer; died Oct. 16, aged 88, of coronary infarction. 


Moffses, Phillipp, Orlando, Fla.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1917; an 
associate member of the American Medical Associa- 
tion; formerly practiced in Philadelphia, where he was 
on the staffs of the Northeastern and Kensington hos- 
pitals; died Oct. 13, aged 76, of injuries received in an 
automobile accident. 

Mohr, Dwight Harold, Baltimore; Maryland Medical 
College, Baltimore, 1909; member of the Medical and 
Chirurgical Faculty ef Maryland; tor many years city 
police physician; veteran of World War I; served in 
the Maryland State Guard; died in the Bon Secours 
Hospital Nov. 6, aged 69, of cerebral hemorrhage. 


Nobles, William Daniel ® Pensacola, Fla.; Atlanta 
(Ga.) College of Physicians and Surgeons, 1907; past- 
president of the Escambia County Medical Society; for 
many years city physician; formerly member of the 
state boards of health and medical examiners; retired 
surgeon for the Louisville and Nashville Railroad; on 
the staff of the Sacred Heart Hospital; died Oct. 3, 
aged 76, of coronary thrombosis, 


Parker, William Samuel ® Calvert, Texas; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1900; died Oct. 12, aged 81. 


Parramore, Grace Ryan, Crown Point, Ind.; Woman’s 
Medical College of Pennsylvania, Philadelphia, 1918; 
died in St. Luke’s Hospital, Chicago, Oct. 15, aged 64. 


Parsons, Harry Clifford, Pasadena, Calif.; State Uni- 
versity of lowa College of Homeopathic Medicine, 
lowa City, 1905; died in Sawtelle Sept. 29, aged 80, of 
bronchopneumonia and arteriosclerotic heart disease. 


Piekarski, Anthony Andrew ® St. Louis; St. Louis 
University School of Medicine, 1924; veteran of World 
Wars I and II; died en route to the St. Louis City 
Hospital Oct. 26, aged 57, of myocardium infarction. 


Pomeranz, Herman, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1905; died in the Park East Hospital Oct. 28, aged 71. 


Pratt, Robert Windsor * Hillsboro, Ohio; Starling 
Medical College, Columbus, 1897; died Nov. 6, aged 
89. 


Rogers, James Winston, Tulsa, Okla.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1918; an associate member of the American 
Medical Association; on the staff of the Hillcrest Med- 
ical Center; died Oct. 23, aged 67, of chronic pulmo- 
nary emphysema and arteriosclerotic heart disease. 
Ross, Carroll Baldwin ® West Rutland, Vt.; Harvard 
Medical School, Boston, 1886; on the staffs of the Rut- 
land Hospital in Rutland and the Proctor Hospital in 
Proctor, where he died Oct. 9, aged 95, of pulmonary 
edema following fracture of the hip. 


Rossel, Carl Gray ® Columbus, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1931; also a 
dentist; on the staff of the White Cross Hospital; died 
Oct. 24, aged 56, of heart disease. 
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Sanders, William Shirley * Jasper, Texas; University 
of Texas School of Medicine, Galveston, 1946; member 
of the American Academy of General Practice and the 
Aero Medical Association; president and formerly sec- 
retary-treasurer of the Jasper-Newton Counties Medi- 
cal Society; co-owner of the Hardy-Hancock Hospital; 
served as a captain and flight surgeon in the Medical 
Corps, U. S. Air Force Reserve; died Oct. 13, aged 33, 
of cerebral hemorrhage after an automobile accident. 


Smink, A. Clarence, Towson, Md.; University of 
Maryland School of Medicine, Baltimore, 1896; served 
on the staffs of the Maryland General and West Balkti- 
more hospitals in Baltimore; died Oct. 31, aged 80, of 
cerebral hemorrhage. 


Smith, Charles H. ® York, Pa.; Southern Homeopathic 
Medical College, Baltimore, 1905; died Oct. 23, aged 
72. 


Smith, Hardy Horace, Santa Barbara, Calif.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1903; died Oct. 19, aged 76, of cerebral hem- 
orrhage. 


Stuteville, Ethel, Oakland, Calif.; Indiana University 
School of Medicine, Indianapolis, 1921; specialist certi- 
fied by the American Board of Radiology; member of 
the American College of Radiology; on the staff of the 
Kaiser Foundation Hospital, where he died Oct. 11, 
aged 59. 


Swartout, Walter C. ® Muskegon, Mich.; Chicago 
Homeopathic Medical College, 1903; veteran of World 
War I; served as North Muskegon health officer and 
school physician; died Oct. 22, aged 76, of carcinoma 
of the vocal cords with metastasis to the brain. 
Thomas, Hal Perry, State Park, S. C.; Baylor Univer- 
sity College of Medicine, Dallas, Texas, 1931; served 
as superintendent of the Woodman of the World Mem- 
orial Hospital in San Antonio, Texas; on the staff of the 
South Carolina Sanatorium; died Oct. 19, aged 56. 


Tripp, George Elwin, Mancelona, Mich.; Grand 
Rapids (Mich.) Medical College, 1901; served as 
health officer and on the school board; died Oct. 13, 
aged 80, of carcinoma of the lung. 


Vallandingham, James Lewis, Jr., Lexington, Ky.; 
University of Louisville (Ky.) School of Medicine, 
1946; interned at the Columbia Hospital in Columbia, 
S. C.; served in the U. S. Naval Reserve during the 
Korean War; on the staffs of the Good Samaritan and 
St. Josephs hospitals; died Oct. 19, aged 33. 


Wilson, Guy Vail, Johnstown, N. Y.; Albany (N. Y.) 
Medical College,1904; for many years city commission- 
er of public health and welfare; on the staff of the 
Nathan Littauer Hospital in Gloversville; died in a 
hospital in Canastota Oct. 22, aged 78, of coronary 
thrombosis. 


Zoller, Christian H. ® Litchfield, Ill.; St. Louis College 
of Physicians and Surgeons, 1903; member of the 
Industrial Medical Association; president of the Mont- 
gomery County Board of Health; served in France 
during World War I; honorary chief of staff, St. 
Francis Hospital, where he died Oct. 28, aged 79, 
of arteriosclerotic heart disease. 
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AUSTRIA 


Renal Arteriography.—At the meeting of the Society of 
Physicians in Vienna on Nov. 9, Dr. P. Deuticke said 
that certain risks may be associated with renal arteriog- 
raphy. These include extravasation of blood due to 
para-aortic injection of the contrast medium ( generally 
without serious consequences ) or intestinal or renal 
gangrene due to the use of too strong a concentration 
of the contrast medium. The latter can be avoided by 
trial exposures with only a few cubic centimeters of 
the medium. Transection of the spinal cord (the mech- 
anism is not known) and rupture of an existing aneu- 
rysm are rare but serious complications. Where other 
methods fail, arteriography shows the existence or 
absence, position, size, and functional value of a kid- 
ney. Arteriography is particularly important in the 
evaluation of the existing quantity of parenchyma and 
is, therefore, of great value in the examination of 
patients with hydronephrosis and renal atrophy. It is 
a valuable, generally safe diagnostic procedure. 


Renal Electrolyte Examination.—At the same meeting 
Dr. A. Rosenkranz said that renal electrolyte examina- 
tions were important in the diagnosis of renal function 
in children. The day and night rhythm of renal electro- 
lvte excretion was determined after the administration 
of acetazolamide in normal persons and in patients 
with various renal diseases. These examinations reveal 
the functional state of the renal tubules. A disturbance 
of these mechanisms depends not only on the intensity 
but also on the kind of renal disease. No difference in 
the day and night rhythm of the renal electrolyte ex- 
cretion and no effect after administration of acetazola- 
mide occurred in patients with severe disease of the 
renal tubules. 


NETHERLANDS 


Treatment of Tuberculous Pleurisy and Pericarditis.— 
In an article in the Nederlandsch tijdschrift| voor 
geneeskunde (100:2274, 1956), Gussenhove and Rach- 
man reported the results of local treatment with hydro- 
cortisone acetate of tuberculous exudative pleurisy 
and pericarditis. The mechanism of free hydrocorti- 
sone and of its acetate ester is the same, but, in view 
of its much slower absorption, the latter preparation 
was used. The patients were treated with a local ap- 
plication of 125 mg.; if necessary, this was repeated 
twice at weekly intervals. If treatment is accompanied 
by chemotherapy, the authors believe this dosage to 
be sate. In this way five patients with a pleural effu- 
sion and one with a pericarditis were treated. In all 
patients there appeared to be a decrease or even a 
disappearance of the exudative fluid within two to 
four weeks. The temperature usually returned to 
normal within a few days, and a much more rapid 
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decrease of the sedimentation rate than usual was ob- 
served. Two months after the termination of all 
therapy one patient with pleurisy showed hemato- 
genous disseminated tuberculosis. The advantages of 
this method of treatment are the much shorter hos- 
pitalization period and the avoidance of pleural thick- 
ening. The best results of this treatment were seen in 
recently developed cases. No such results were ob- 
served in two patients who had had their pleurisy 
for several weeks. 


Decreasing Need for Sanatorium Beds.—As a result of 
a greatly reduced morbidity from all forms of tuber- 
culosis, the number of occupied sanatorium beds has 
gradually decreased. In Ons Ziekenhuis ( August, 1956 ) 
the report of an investigation appeared, citing the in- 
cidence of tuberculosis in the Netherlands in the years 
1949 through 1955 and attempting to estimate the 
future sanatorium bed requirements. In 1949, 17,507 
new cases of all forms of tuberculosis were reported. 
By 1955, the number had decreased to 8,677. On the 
basis of these findings, it seems probable that in the 
coming years a similar and proportional decrease will 
take place. The general reduction in the morbidity of 
tuberculosis is largely a result of a markedly lowered 
incidence in the age groups 1-19 and 20-29. In patients 
30 years of age and more there was less of a decrease 
in new cases; in 1955 in this age group the number of 
newly reported cases was 76% of the 1949 total. The 
reduction in the incidence of tuberculosis was not 
evenly distributed over the entire country. It has been 
more pronounced in the three northern provinces, two 
eastern provinces, and in Amsterdam, Rotterdam, and 
The Hague. The average hospital stay per patient is 
about 13 months. An additional important factor in 
determining the number of required sanatorium beds 
is the fact that in the years 1949 through 1955 an ever- 
increasing proportion of these patients have been 
treated in sanatoriums. The percentage of patients 
treated in sanatoriums was 39% in 1949 and 70% in 
1954. While in 1952 all 9,100 sanatorium beds in Hol- 
land were occupied, on Jan. 1, 1956, there were 1,232 
vacant beds. In view of this fact, tuberculosis sana- 
toriums must alter their functions in the future. 


Serologic Examination for Brucellosis—Schaap and 
co-workers (Nederl. tijdschr. geneesk. 100:2822, 1956 ) 
made a serologic study of the incidence of brucellosis 
among 211 slaughterhouse employees and a control 
group of 233 blood donors not so employed. In the 
Netherlands, brucellosis occurs in cows, horses, goats 
and sheep, but not pigs. Three slaughterhouse em- 
ployees gave a history of brucellosis. Among the con- 
trol group such a history was not obtained. In 10 
members of the test group a positive agglutination 
was found. Eight of these also had a positive comple- 
ment-fixation test; of these, two showed a positive 
Coombs test also. Both the complement-fixation test 
and the Coombs test were found positive in 19 others, 
in whom the agglutination test was negative. In 10 
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patients only a positive complement-fixation test was 
found, and in one only a positive Coombs test was 
found. No positive blocking test was found. In the 
control members of this group no positive agglutina- 
tion test was found. In four only was a positive com- 
plement-fixation test found; of these, one also had a 
positive Coombs test. As the authors were unable to 
correlate known causes of nonspecific reactions with 
these positive serologic findings, they concluded that 
the positive reactors in both groups probably had had 
brucellosis in some form. The difference between the 
percentage of positive serologic tests among the 
slaughterhouse employees (28.4%) and the control 
group (1.7%) may be attributed to the difference in the 
risk of infection. Infection caused by Brucella abortus 
rarely produces distinct clinical symptoms in human 
beings. In view of the results obtained, it is thought 
probable that the agglutination test becomes negative 
or weakly positive soon after the clinical recovery. The 
Coombs test and the complement-fixation test prob- 
ably remain positive for a much longer period. 


NEW ZEALAND 


Dr. Candau’s Visit.—Dr. M. G. Candau, director- 
general of the World Health Organization, made a 
six-day tour of New Zealand, accompanied by Dr. I. C. 
Fang, regional director of the Western Pacific for 
WHO. While in Dunedin, Dr. Candau addressed the 
staff and students at Otago Medical School. 


Infant Death Rate.—The latest statistical report shows 
a further decline in the infant death rate in New 
Zealand. The figures are for 1953, in which year the 
total death rate for non-Maori infants under the age 
of one year was 20.06 per 1,000 live births, compared 
with 21.82 in 1952 and 23.78 in 1949. The rate of still- 
births and neonatal deaths increased slightly; among 
non-Maoris it was 32.79 per 1,000 births, compared 
with 32.76 in 1952, but 34.47 in 1949. Among Maoris 
the same trends do not appear so distinctly. In 1953 
the total death rate of children under one year of age 
was 73.67 per 1,000 live births; in 1952 it was 84.45 
and in 1949, 85.82. Stillbirths and neonatal deaths 
were 47.96 per 1,000 live births in 1953, 45.07 in 1952 
and 41.87 in 1949. 


Food for Antarctic Expedition.—Dr. Muriel E. Bell, a 
research worker at the University of Otago Medical 
School, has drawn up a suitable diet for the New 
Zealand Antarctic expedition. She commented on the 
fact that the weight and space limitations of the ship 
have to be considered in selecting the types of food 
that can be taken. Another difficulty is that there is 
no refrigeration on the ship and that too much re- 
frigeration becomes a problem at McMurdo Sound. 
Sledging expeditions demand that the minimum 
weight of food as well as gear be carried. Only a 
limited variety of vegetables can be taken south by 
the party, and these keep fresh for only a limited 
time. When eggs freeze, the shells break and the in- 
sides become rubbery. Potatoes must go straight into 
the pot while in the frozen state and are not to be 
thawed out first. Another important consideration has 
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been to provide a varied diet to help atone for the 
lack of home comforts. To achieve proper nutrition 
is difficult. At a meeting of the British Association for 
the Advancement of Science held recently, there was 
criticism of the Scott expedition by Sir Raymond 
Priestley, who stated that the expedition failed be- 
cause of the lack of vitamin C and total caloric value. 


Ships for Relief to Persons with Leprosy.—The first of 
three small ships being provided by the New Zealand 
Lepers’ Trust Board was launched at Auckland toward 
the end of 1956. The Anglican, Catholic, and Method- 
ist churches will receive one of the ships. All three 
ships will be in commission by 1957. The Presbyterian 
Church asked for and will receive a cottage hospital 
in place of a ship. The ships will enable the mission 
bodies of the churches to bring added assistance to 
sick people in isolated islands in the southwest Pacific. 


Oxygen Control in Incubators.—If premature infants 
are exposed to high concentrations of oxygen for more 
than a few days, there is grave danger of the develop- 
ment of retrolental fibroplasia with subsequent blind- 
ness. It has been shown, however, that this condition 
is unlikely to occur if the oxygen concentration is 40% 
or less and that a higher concentration is of no ad- 
vantage in reducing the mortality rate. With these 
facts in mind, Dr. J. R. Ritchie (Proc. Univ. Otago M. 
School 34:15, 1956) has devised an oxygen injector to 
replace the usual normal oxygen inlet in the incu- 
bators. Working on the Venturi principle with the 
entrainment of air, it delivers to the incubator 38 to 
42% oxygen at a rate of between 2 and 10 liters per 
minute. Tests were carried out on an Armstrong in- 
cubator fitted with such an injector by sampling peri- 
odically the enclosed atmosphere using different rates 
of oxygen flow. With the use of a Beckman analyzer, 
the concentration of oxygen after 10 minutes was 
found to be 38% with an oxygen flow of 2 liters per 
minute and 41% with a flow of § liters per minute. 
The tall of humidity in the incubator consequent on 
adding dry oxygen and air can be minimized by warm- 
ing and humidifving the air in the room. 


Poliomyelitis Vaccination.—In 1957, the department 
of health, acting on the recommendation of the ad- 
visory committee on poliomyelitis, will vaccinate over 
200,000 children. The children will be in the 5-to-9- 
vear age group. Last year only 8-and-9-vear-olds were 
vaccinated. In addition to school children, there is a 
program for the vaccination of nurses, members of 
hospital staff, and pregnant women. The department 
hopes to be able to give poliomyelitis vaccine to 5,000 
people a month in these categories, in addition to the 
200,000 children. 


Hyaline Membrane Disease of the Newborn Infant.— 
Hyaline membrane disease occurs in a relatively large 
number of premature infants who die with neonatal 
asphyxia between one hour and five days after birth. 
The causative factors of this condition are obscure. In 
an attempt to elucidate some of these factors, Dr. 
F. B. Desmond (Proc. Univ. Otago M. School 34:16, 
1956) has reported the results of a survey made at 
Dunedin Public Hospital. Seventeen cases of this dis- 
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ease were found in 84 consecutive autopsies on new- 
born infants with a postmortem diagnosis of neonatal 
asphyxia. Of the 17 cases, 11 occurred in premature 
babies. The condition was confined to infants 2 to 72 
hours old. All the premature infants, except one, died 
within 24 hours of delivery, and all the full-term in- 
fants died between 24 and 72 hours after birth. An 
otherwise similar group of 19 premature infants who 
died between 2 and 72 hours after delivery was studied 
for comparison. The incidence of asphyxia at delivery 
in the two groups did not differ significantly. Presum- 
ably asphyxia alone does not play a prominent etio- 
logical role. Results from the comparison of phrenic 
nerve stimulation, oxygen administration, incubation, 
and the incidence of vomiting were inconclusive. 
Cesarean section, antepartum hemorrhage, and ma- 
ternal general anesthesia occurred more frequently in 
the group of infants who subsequently developed 
Hyaline membrane disease than in the control group. 
The mechanisms by which these conditions operate 
are obscure and need further investigation. 


Breast Feeding.—Deem and McGeorge (Proc. Univ. 
Otago M. School 34:19, 1956) stated that recent sur- 
veys have showed a steady decline in both the inci- 
dence and duration of breast feeding. In an attempt 
to assess the importance of antenatal and neonatal 
procedures in the establishment and maintenance of 
lactation, a clinical survey was made of 892 patients 
admitted to the Queen Mary Maternity Hospital, 
Dunedin (cases of illegitimacy and neonatal death 
were excluded). Defective nipples were found to be 
relatively common; Woolwich shells were prescribed 
antenataliy for 18.2% of the patients examined, and 
satisfactory results were obtained in most of the cases. 
Previous engorgement sufficient to cause discomfort 
was present in 23.9% of the multiparas; this, together 
with the trouble caused by inadequate nipples, dis- 
suaded a number of mothers from further attempts 
at breast feeding. Engorgement was treated mainly 
through manually emptying of both breasts after each 
feeding. After their discharge from the hospital, 90% 
of the patients were followed until lactation ceased. 
On discharge, 76.1% of the infants were fully breast- 
fed, 14.8% required complementary feeding, and 9.1% 
were artificially fed. At 3 weeks, 14.5% of the infants 
were artificially fed; at 13 weeks, 49.5%; and at 26 
weeks, 80.5%. In 82 cases, the baby was being bottle- 
fed on discharge. Failure of adequate milk secretion 
was responsible in 44% of these cases. The other rea- 
sons for bottle feeding the baby were defective or 
painful nipples (20%), refusal to breast feed (13%), 
maternal physical or mental ill-health (12%), previous 
maternal tuberculosis (8%), and the condition of the 
baby (3%). In 132 patients lactation was deficient, with 
the babies being discharged on breast feeding comple- 
mented by other feeding. A study of milk output on 
the 4th, 7th, and 10th days showed that in these pa- 
tients the increase in output was below the average, 
and early failure frequently occurred within two to 
four weeks of discharge. Complementary continued 
breast feeding is probably unjustifiable after two to 
four weeks unless the mothers are particularly keen 
to persevere. 
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PERU 


Abancay Hepatitis.—An unusual, fulminant type of in- 
fectious hepatitis, both endemic and epidemic in na- 
ture, is described by Dr. E. Encinas and co-workers 
in Revista Médica de Jauli (vol. 1, no. 1, 1956). Since 
Dr. Busch reported on the first seven cases at Abancay, 
an Andean city of Peru with a population of 10,000 
which is mostly Indian, and mistakingly attributed 
the condition to muscarin intoxication, many addi- 
tional cases have been described. The authors review 
43 cases and show that this disease, which they call 
Abancay hepatitis, has a high case fatality rate, as 
36 patients of their series died. The incidence is 
highest in summer and autumn, and it mainly affects 
children, with the rate in boys twice that in girls. 
No relationship has been showed to exist between 
such factors as race, physical constitution, or socio- 
economic conditions on one hand and susceptibility to 
the disease on the other. It is not highly contagious 
and runs an afebrile course except in the terminal 
phase, when the temperature may reach 104 F (40 C) 
or higher. Five stages are described: 1. In the incuba- 
tion period, which lasts about two months, the patient 
usually feels well but may have slight malaise and 
mild anorexia. 2. The prodromai period, which lasts 
about three days, is characterized by digestive dis- 
turbances; malaise; headache; an enlarged, soft, tender 
liver; cardiac arrhythmia; increased heart sounds; 
photophobia; and nervous irritability. 3. In the inter- 
mediary or icteric period, short and poorly defined as 
to duration, mild icterus appears; the symptoms are 
aggravated; and the general condition gets worse. 
4. In the acute stage, which lasts 12 to 24 hours, 
nervous symptoms prevail and the patient dies in 
coma after a transient phase of psychomotor agitation. 
5. If death does not supervene, the patient enters a 
period of slow recuperation. 

The leukocyte count is normal, with a shift to the 
left. Occasionally either hypoleukocytosis or hyper- 
leukocytosis is found. The red blood cell count is 
normal, but in some patients a mild hyperglobulinemia 
is noted. Throughout the course the sedimentation rate 
is increased. There is a slight albuminuria during the 
second period, but there is frank proteinuria, averag- 
ing 1 gm. per liter, in the terminal stage. Biliary 
pigments are found in the urine in the third and fourth 
periods, but biliary salts are regularly lacking. Tests 
for leptospirosis and yellow fever are negative. Liver 
specimens from fatal cases reveal lesions similar to 
those of the common infectious hepatitis. 


Bartonellosis.—Involvement of the nervous system re- 
sulting in varying neurological manifestations may 
occur in the course of bartonellosis. According to Dr. 
J. Lastres ( Anales de la Facultad de Medicina, vol. 39, 
no. 1, 1956), investigation has failed to show a special 
predilection of Bartonella bacilliformis for nervous 
tissues. The neurological symptoms are caused rather 
by parenchymatous lesions secondary to vascular 
changes produced by the organisms, as they do have a 
marked affinity for endothelial tissue. The tremors, 
abnormal sensations, abnormal reflexes, changes in 
muscular tone, and diverse psychic manifestations 
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occur as isolated symptoms. Pyramidal, extrapyrami- 
dal, encephalitic, convulsive, hypertensive, meningeal, 
and mixed syndromes have been observed, with the 
convulsive and encephalomeningeal being the most 
trequent. In some patients involvement of one or more 
cranial nerves, as well as symptoms following lesions 
in the medulla or peripheral nerves, have been re- 
ported. The underlying lesions have been fully studied 
by Encinas, Mackenie, and Weiss and comprise 
endothelial changes, occlusive thromboses, obliterative 
thromboangiitis, and patches of glial proliferation. 
Secondary degenerative changes of nervous tissue are 
always present, but they have also been found in 
some neurologically asymptomatic patients. The 
clinical findings depend on the location and extent of 
the lesions, which usually contain the causative agent. 
On the other hand, the anoxia resulting from the over- 
whelming Bartonella-induced hemolysis during the 
first or acute phase of the disease is thought by the 
author to contribute to the production of the neurolog- 
ical lesions. Antibiotic drugs of value in controlling 
bartonellosis are also useful against the neurological 
and psychic changes and seem greatly to improve the 
neurological outlook of the patient if the lesions are 
not too extensive and do not involve vital areas. 


Intracerebral Hematoma.—Intracerebral hematoma is 
not a rare complication of cranial trauma but it has 
received little attention from medical writers, ac- 
cording to Dr. F. Alayza Escard6é co-workers 
(Revista Médica del Hospital Obrero, vol. 5, no. 1, 
1956). In a series of 976 patients with cranial trauma 
they observed this condition in 26. Arteriosclerosis, 
chronic alcoholism, avitaminosis, and syphilis are only 
to be regarded as predisposing factors. Trauma causes 
vasoparalysis, thrombosis, and vasonecrosis. The effects 
of the trauma are worse and the vascular changes 
greater in those zones of the cerebrum, such as the 
temporal lobes, that are relatively immobile. The 
clinical picture is complex, and, although in some 
patients the hematoma is large enough to cause ex- 
tensive parenchymal damage and probably death, it is 
usually small, well defined, and gives rise to focal 
signs only. These do not arise immediately after the 
trauma, but rather they become progressively notice- 
able. Some authors have even described a symptom- 
free interval following the trauma. In this series, 
however, all patients showed some loss of conscious- 
ness between the time of the trauma and the appear- 
ance of neurological signs. If the cerebral contusion 
is severe and results in deep loss of consciousness, it 
is difficult to outline chronologically the appearance 
of the focal signs. In almost all of the authors’ patients, 
the time at which loss of consciousness occurred 
could be easily determined but not the time at which 
focal signs began to appear. Arteriography is the 
diagnostic procedure of choice, and it should be re- 
sorted to whenever possible. It proved helpful in the 
11 patients on whom it was used. As soon as the 
diagnosis is made, the hematoma should be surgically 
removed. Of the 24 patients in this series who were 
operated on, 11 died. The remaining two were 
moribund on admission. Of the 13 patients who sur- 
vived, 4 have completely recovered and are greatly 
improved. 
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Electroshock in Neurodermatitis.—The accidental ob- 
servation by Dr. Carlos Seguin that the dermal lesions 
disappeared in two patients with chronic, unresponsive 
neurodermatitis who underwent electroshock therapy 
because of severe psychoneurotic symptoms caused 
Dr. O. Valdivia Ponce of the psychiatric department 
of the Workers’ Hospital of Lima to study the thera- 
peutic effects of electroshock in patients with chronic 
neurodermatitis resistant to other forms of dermato- 
logical treatment. He reported to the psychiatric associ- 
ation in November on the results obtained in nine 
patients with long-standing exudative eczema. Psychic 
study disclosed contributory personality and environ- 
mental factors. All patients submitted voluntarily to 
the treatment. The maximum number of treatments 
per patient was 12 and the minimum 3, with a fre- 
quency rate of 2 or 3 weekly. Five patients were com- 
pletely cured and four were improved. Of the latter, 
three did not complete the course of treatment. In all 
nine of the patients, remission became manifest after 
the fourth treatment and, in some, after the second. 
In two patients who recovered, follow-up study ex- 
tended to about a vear and no relapse was noticed. 


SWEDEN 


Treatment of the Tobacco Habit with Lobeline.—Dr. 
B. Ejrup (Svenska lakartidningen, Oct. 12, 1956) has 
explored the capacity of lobeline to break the tobacco 
habit by giving injections of a synthetic preparation 
of lobeline hydrochloride to 133 persons anxious to 
rid themselves of this habit. Among the 101 who took 
a full course of injections were 16 women. The first 
10 were treated as inpatients and the rest as outpa- 
tients. In 10 patients this treatment was given for 
cramps of vascular origin in the legs, in 13 for heart 
disease, in 30 for smoker's cough, in 17 for gastritis, 
in 12 for nervous disturbances, and in the rest for 
various other ailments. Fear of lung cancer was not a 
common incentive to combating the tobacco habit; 
hygiene and the expense involved were. The drug was 
usually given subcutaneously, and its action was 
checked by the use of a placebo. A good effect (con- 
sumption of tobacco reduced to nil or 75% of the 
original consumption) was achieved in 73% of the pa- 
tients receiving lobeline and in 50% of those receiving 
the placebo. If only those who gave up tobacco com- 
pletely were considered, a good result could be 
claimed for 44% of the group treated with lobeline 
and 19% of the group given placebo. Lobeline seemed 
to induce a state of tobacco satiety, with the loss or 
diminution of a craving to smoke. Some patients said 
the cigarettes became tasteless, but while the treat- 
ment lasted there was no disagreeable taste in the 
mouth or other discomfort while smoking. Three pa- 
tients noted a slight nausea about an hour after an 
injection. In view of the good results noted in some 
patients receiving only a placebo, Ejrup concluded 
that suggestion may play an important part in this 
treatment. 


Diseases Simulating Poliomyelitis—At a meeting of 
the Swedish Medical Society reported in Nordisk 
medicin for Oct. 11, 1956, Dr. S. Prag said that infec- 
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tions of the upper respiratory tract were most likely to 
simulate poliomyelitis. Epidemic myalgia was mis- 
taken for poliomyelitis in eight patients in 1953, al- 
though it presented fairly definite clinical findings, 
with involvement of the legs and marked tenderness of 
their muscles on dorsiflexion. The patients could only 
crawl on their hands and knees, with their feet in the 
air to relieve traction on the muscles. The pain usually 
disappeared in less than two days. and the slight fever 
passed off promptly. There was slight cervical rigidity, 
but lumbar puncture showed no abnormalities. There 
were multiple cases in several homes, and the disease 
was distinguished from ordinary epidemic myalgia 
only by its localization. Dr. G. Gille said that in the 
Stockholm fever hospital in 1953 about 35% of the 
patients admitted for poliomvelitis were found to suf- 
fer from some other disease. About two-thirds of these 
patients with mistaken diagnoses were over 15 vears 
of age, whereas vounger children figured less promi- 
nently in this respect. The diseases simulating polio- 
mvyelitis in this group were the other infectious dis- 
eases, from the common cold to malaria. Mental 
discases were apt to confuse the differential diagnosis, 
and other ailments, such as hemorrhages into the cen- 
tral nervous system, brain tumors, and diabetic coma, 
also caused confusion. Dr. J. Barr said that at the 
Orebro fever hospital in the period 1952-1955 as many 
as 158 of the 403 patients sent to the hospital for polio- 
mvelitis were found not to have it. In a vear of a polio- 
mivelitis epidemic there is, he pointed out, a tendency 
to label cases of aseptic meningitis as nonparalytic 
poliomyelitis or vice versa, but he hoped that comple- 
ment-fixation tests might prove useful in distinguishing 
between the two. The cost of diagnosis by virus cul- 
ture is a check on the usefulness of this procedure. It 
must be admitted that the early diagnosis of polio- 
mvelitis continues to present great difficulties. 


Epidemic Hepatitis.—In the same issue Dr. H. \lann- 
beck presented a statistical study of the behavior of 
jaundice in 750 patients with epidemic hepatitis. A 
classification of patients according to their age and the 
duration and intensity of their jaundice showed that 
after the age of 40 in men and 45 in women there was 
a prolongation of the icteric phase and intensification 
of the degree of jaundice. Working on another series 
of 1,500 patients, Mannbeck has found a statistically 
significant difference in the incidence of epidemic 
hepatitis in various social classes. Members of hospital 
staffs, particularly those persons whose work brought 
them into direct contact with patients, had a relatively 
high hepatitic morbidity rate; in this respect student 
nurses had the highest rate. Thus. in general, while 
this rate was only 2 per 1,000 for women between the 
ages of 20 and 30, it was about 7.5 per 1.000 for nurses 
and about 42 per 1,000 for student nurses. While there 
was no sex difference in this rate for children and the 
middle-aged, it was higher for women than for men 
between the ages of 20 and 30. This may be due to the 
comparatively high rate in nurses. Mannbeck suggests 
that much of the spread of epidemic hepatitis in Stock- 
holm must be traced to children in whom the disease 
is apt to run a mild course, without marked jaundice. 
The high morbidity rate among nurses in charge of 
children may be explained in this way. 


J.A.M.A., January 26, 1957 


UNITED KINGDOM 

Benign Myalgic Encephalomyelitis.—Several reports of a 
disease that in some ways resembles poliomyelitis have 
appeared recently in Britain. In most cases there have 
been no changes in the spinal fluid, but in those reported 
by Dr. Lyle, Newton-le-Willows, Lancashire, the spinal 
Huid has shown blood cell counts of about 850 per cubic 
millimeter, mostly mononuclear leukocytes, and 70 mg. 
of protein per 100 ml. Culture was always sterile. The 
disease as seen in Lancashire is characterized in the 
mild cases by a skin rash, transient headache, stiff neck. 
sore throat, and backache. The major type of illness. 
with its acute muscle pain and tenderness, severe head- 
ache, and signs of meningoencephalitis, is very striking. 
Both mild and severe attacks occurred in members of 
the same family. An attempt to isolate the causal agent 
from feces and throat washings is being made at the 
public health laboratory in Manchester. Serums have 
been examined for the presence of antibodies for influ- 
enza A and B, leptospirosis, lymphocytic choriomenin- 
gitis, Q fever, psittacosis, mumps, and infectious mono- 
nucleosis, with negative results. 


Twins Born to Victim of Poliomyelitis.—A 23-year-old 
woman of Leigh, Lancashire, who had “toh paralyzed 
in both legs since an attack of poliomyelitis three vears 
earlier, gave birth to twin boys, weighing 6 Ib. and 
5 lb. 12 oz. (2,722 gm. and 2,608 gm.) respectively. 
After a period in an incubator, the twins were said to 
be doing well. The mother contracted poliomyelitis 
shortly before the birth of her first child, a boy. Last 
November she had a daughter. She performs her do- 
mestic duties in a wheel chair. 


Criticism of Health Service.—The supplement to the 
British Medical Journal of Nov. 10, 1956, publishes a 
résumé of the Annual General Meeting of general 
practitioners in Edinburgh. Criticism was freely made 
by a number of physicians that the practice of medi- 
cine was now being made a political football, and the 
meeting warmly supported the view that it was time 
medicine was divorced from politics. It was suggested 
that the family physician and hospital services could 
be better run on a corporation basis, as is the British 
Broadcasting Corporation, and administered by phy- 
sicians, or it could be modeled along the lines of the 
New Zealand health service. The present structure of 
the National Health Service is fair to neither the pa- 
tient nor the physician. Few patients have any idea 
how much they contribute directly to the cost of the 
service, and even tewer know that of the $1.80 that 
the National Insurance Fund receives each week in 
respect of every employed person only 12 cents goes 
toward the National Health Service (10 cents from the 
insured worker and 2 cents from the employer). One 
speaker pointed out that many patients were under 
the delusion that the health service provided a house 
and a car for the physician. An example of how the 
true situation can be misrepresented was provided by 
the Minister of Health when he recently announced 
that moneys due for practice expenses for the year 
1954-1955 would be paid in December, 1956. Almost 
every physician who spoke deprecated the delay in 
any settlement of remuneration claims and the indi- 
rect methods of the Minister in making known to the 
profession the progress of such claims. 
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DEVELOPMENTAL DEFECTS 


To the Editor:—In a recent article entitled “Causes and 
Prevention of Developmental Defects” (J. A. M. A. 
161:1047 [July 14] 1956), T. H. Ingalls presents what 
he considers to be “an integrated theory of congenital 
anomalies.” This theory is based on the belief that 
“most congenital anomalies originate as fetal manifes- 
tations of critical stress in pregnancy.” The etiological 
explanations and preventive measures offered by In- 
galls in defense of his beliefs are oversimplifications. 
So much so that to teratologists they will seem inade- 
quate and in fact dangerous. That environmental in- 
fluences can deform a normal embryo cannot be 
denied. A host of experimental evidence supports this 
contention. For the sake of proper historical perspec- 
tive it should be stated that teratological experiments 
in which fish embryos were deprived of oxygen were 
reported by C. R. Stockard in 1921. It should also be 
stated that adverse environments were shown to cause 
congenital malformations in mammals quite a few 
vears before 1950, the year Ingalls reported his tera- 
tological findings in the A. M. A. Journal of Diseases 
of Childhood. 

The results of Ingalls’ experiments on exposure of 
mice to what he believes to be anoxia have led him to 
draw certain inferences. Among his assumptions is one 
concerning critical periods during development. Thus 
he writes, “Normal embryos are assumed to be poten- 
tial candidates for cyclopia around the first week of 
life, conjoined twins about the second, ectromelia 
around the third.” He is by no means the first to have 
obtained experimental results that encouraged this 
line of reasoning. Cautious teratologists, however, 
have not drawn indefensible conclusions from their 
animal experiments and applied them to humanity 
unreservedly. Chronic and complex situations un- 
doubtedly lead to the majority of human congenital 
malformations. They are not made more clear by sim- 
plified theories about critical periods, based on ex- 
periments with animals exposed to short-term insults. 

Dr. Ingalls, nevertheless, continues to perpetuate his 
ideas on the etiology of Mongolism, which are derived 
in part from a priori deductions and in part from his 
animal experiments. His ideas in this regard concern 
mishaps to the maternal organisms at critical periods 
of the life of the embryo. Thus he reca!'ls “[of an] 
impressive series of case reports. . . . I shall select but 
three that give highlights of pregnancies resulting in 
the birth of a Mongoloid child. . . . carbon monoxide 
poisoning in the second month. . . . head-on collision 
of the automobile . .. on the 59th day [my italics]... . 
a tooth out under gas-oxygen anesthesia late in the 
second month.” In the paragraph following this pas- 
sage, however, Ingalls says these “Sequential rela- 
tions . . . prove nothing. . Furthermore, such 
dramatic episodes are to be unearthed in only about 
10% of the protocols of the mothers of Mongoloid 
babies.” If such “dramatic episodes” are so rare and 
“prove nothing,” why report them? 


To my knowledge none of the investigators who are 
actively at work in teratology denies the role of genetic 
factors in the etiology of congenital malformations. 
Dr. Ingalls deplores the extravagant spending of 
money “without eliciting . . . that radiation has in- 
duced mutations among the wartime residents of 
Hiroshima.” Most radiation-induced mutations are of 
the recessive variety and such mutations can become 
manifest only in second and subsequent generations. 
Dr. Ingalls seems to fear that the result of the in- 
creasing attention given to genetic considerations 
in the investigation of congenital malformations will 
be “to bypass embryology and teratology and medi- 
cine itself.” The science of developmental genetics 
is engaged in the study of the embryology and mor- 
phogenesis of congenital anomalies determined by 
genetic factors. 

To say that “most congenital anomalies originate 
as fetal manifestations of critical stress in preg- 
nancy” cannot be upheld in the face of the fact 
that there exist many clear-cut genetically deter- 
mined anomalies. A few of these are: chondro- 
dystrophy, eccentroosteochondrodysplasia ( Morquio’s 
disease), arachnodactyly (Martan’s syndrome), fragi- 
litas ossium (osteogenesis imperfecta), chondroecto- 
dermal dystrophy, hypertelorism (Crouzon’s disease), 
Fanconi syndrome, fibrocystic disease of the pan- 
creas, lipochondrodystrophy (gargoylism), mandibulo- 
facial dysostosis, Laurence-Moon-Biedl syndrome, 
osteopetrosis, multiple exostoses, cleidocranial 
dysostosis. 

It should be of serious concern to physicians that 
recommendations for preventing congenital anomalies 
are of so simple a design as having “mothers let their 
small children get these infections [rubella, mumps, 
chickenpox, pertussis] naturally”; treating “anemia, 
hypothyroidism, organic heart disease, systemic hyper- 
tension, retroflexion, and tumor of the uterus”; post- 
poning “Elective flights, operations, and dental 
procedures of magnitude’; advising “preparation for 
pregnancy, particularly of older women, and the avoid- 
ance of additive stresses’; “Evaluation . . . of gyne- 
cologic status and such chronic conditions as blood 
and endocrine dyscrasias.” The claim that such routine 
measures will prevent congenital malformations places 
a heavy responsibility on the physician caring for a 
woman before or during pregnancy. If the patient bears 
an abnormal child, may not the physician who operates 
during early pregnancy be charged with the causation 
of that abnormality? The dentist or physician who 
applies anesthesia, or the physician who gives an in- 
jection, becomes responsible for the induction of an 
abnormality, when in reality a genetic or an unknown 
factor may be the cause. 

Kater, Ph.D. 
Children’s Hospital Research Foundation 


Elland Avenue and Bethesda 
Cincinnati 29. 
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HEALTH EXAMINATIONS FOR PHYSICIANS 


To the Editor:—The notorious negligence of physicians 
of their own health supervision was recently em- 
phasized by Dr. Arthur J. Lesser in Tue Journa of 
Dec. 8, 1956, page 1414. We are loath to burden our 
busy colleagues with additional obligations. In our 
own hospital a clinic has been established for physical 
examinations, treatment, and follow-up care of order- 
lies, nurses, technicians, office staff. and other em- 
plovees. It is ironic and fallacious that the staff itself, 
who conduct these activities, should be without some 
similar health survey. As a model system may I indi- 
cate the program of the Germantown Dispensary and 
Hospital. Each vear we specify a definite day and time 
for “Your Health Examination.” Examining teams of 
appropriate members of the staff conduct these screen- 
ing sessions. They include history and eyvegrounds, 
nose and throat, heart, abdominal, and rectal examina- 
tions. The physicians then have a chest x-ray, electro- 
cardiogram, complete blood cell count, urinalysis, and 
determination of blood sugar and urea levels. By 
scheduling 12 to 15 examinations in the late afternoon 
once a week, the above can be completed in one and 
one-half to two hours, so that the examinations do not 
become burdensome for the rotating teams or too 
time-consuming for the examinees. A complete confi- 
dential report is sent to the physician and his advisor, 
with suggestions if further studies are indicated. Nu- 
merous unrecognized and correctible abnormalities 
have been detected, and the peace of mind of a 
normal report has been rewarding to all of us. No fees 
are charged, of course. 


W. Lawrence M.D. 
138 W. Walnut Lane 
Germantown 

Philadelphia 44 


MENTAL HEALTH STUDY 


To the Editor:—1 should like to call attention to the 
item on page 1062 of the Nov. 10, 1956, issue of 
THE JouRNAL that the Community Council of Greater 
New York announced the launching of a comple- 
mentary mental health study as part of its three-year 
school health survey. The council issued a release 
this past spring that it was considering such a study 
at the time that it announced the appointment of Dr. 
Ray E. Trussell as chairman of the survey's advisory 
committee. No statement was ever made that the 
mental health phase was in fact established as part 
of the survey. After preliminary study and consulta- 
tion with the survey sponsors, decision was made to 
postpone the mental health study, although a design 
therefor was developed. At present, therefore, no such 
investigation is in active planning. The basic survey is 
continuing as planned. 


J. DonaLp KINGSLEY 

Executive Director 

Community Council of Greater New York, Inc. 
44 E. 23rd St. 

New York 10. 
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THE LEISURE CORNER 


THE ILLNESSES OF FAMOUS PERSONS 


The causes of disability and death among famous 
persons, contrary to what some members of the gen- 
eral public may believe. are no different from those 
affecting ordinary human beings. Viewed in terms of 
modern scientific knowledge. medical history projects 
an illuminating beacon on the great strides made by 
medicine in a relatively short span of time. This is 
especially noticeable when the ills of famous, accom- 
plished persons are reviewed. 

In Benvenuto Cellinis numerous recorded episodes 
of illness, he never hesitated to call on physicians for 
assistance. While he frequently disagreed with them, 
occasionally with the weight of sound reasoning on 
his side, he based his faith on the values of materia 
medica and surgery and expressed a thorough dislike 
for mysticism and other current quasi-medical forms of 
hocus-pocus. Physicians today can find much of med- 
ical interest in Cellini’s account of a bout with syphilis. 
When he was 25 years old, he came down with the 
prevalent French disease, so called because it had 
been conveyed and disseminated among the Italian 
populace by the crusading soldiers of Charles VIIL of 
France. Cellini described his own case history in 
these words: 

“It was true indeed that | had got the sickness, but 
I believe I caught it from that fine young servant-girl 
whom I was keeping when my house was robbed. The 
French disease, for it was that, remained in me four 
months dormant before it showed itself and then it 
broke out all over my whole body at one instant. It 
was not what one commonly observes but covered my 
flesh with certain blisters of the size of sixpences and 
rose-colored. The doctors would not call it the French 
disease, albeit I told them why I thought it was that. 
| went on treating myself according to their methods 
but derived no benefits. At last, then, I resolved on 
taking the wood against the advice of the first phy- 
sicians in Rome, and | took it with most scrupulous 
discipline and rules of abstinence that could be 
thought of, and after a few days | perceived in me a 
great amendment. The result was that at the end of 
fifty days | was cured and as sound as a fish in water.” 

In his 65th year, while feeling the encroachments of 
age and the need for tender care, Cellini married a 
woman who had once been his servant and mistress. 
During the remainder of his life, his artistic and social 
activities were greatly restricted by chronic arthritis. 
In 1571, Cellini was stricken by “pleurisy.” Physicians 
at that time were unable to differentiate uncompli- 
cated pleurisy from pleuropneumonia, and so it must 
be assumed that it was the latter disease that brought 
about the death of Benvenuto Cellini. 


This article is based on material from a book entitled “Medical 
Biographies: The Ailments of 33 Famous Persons,” by Philip 
Marshall Dale, M.D., University of Oklahoma Press, 1952. 
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So much has been written about George Washing- 
ton’s physical strength and endurance that many peo- 
ple are surprised to learn that during his lifetime the 
Father of His Country sustained no less than 10 sieges 
of serious illness. On at least two occasions his phy- 
sicians had little hope for his recovery. In Washing- 
ton’s day, the average person suffered from many in- 
fectious diseases. Most inhabitants of the southernmost 
of the original 13 colonies were infected with malaria 
at one time or another. Washington had a strong 
predilection for the outdoor life and undoubtedly had 
malaria in either an active or dormant form most of 
his life. Apart from his numerous bouts with chills and 
fever and various other newly acquired infections, it 
appears likely that he had more than the normal share 
of illness that comes during a person’s lifetime. 

Washington from early age on had a haunting sense 
of impending death. Fortunately, this did not seem to 
oppress him greatly, for he always insisted that he was 
unafraid of death; indeed, his conduct in the presence 
of danger was composed and deliberate. It is some- 
times mentioned that Washington was prematurely 
aged, as attested by his use of a number of false teeth. 
In 1783 when he had to read an address, he apologized 
with the remark, “Gentlemen, will you permit me to 
put on my spectacles for | have not only grown gray 
but almost blind in the service of my country.” Al- 
though the exact diagnosis of Washington’s final ill- 
ness is still a matter of dispute among medical 
historians, it seems likely that a virulent strain of strep- 
tococci was responsible for his death. 

Walt Whitman, one of the most robust of American 
poets, derived considerable pleasure from describing 
himself as a “rough, large, proud, affectionate, eating, 
drinking, breeding human being . . . his face sunburnt 
and bearded . . . his posture strong and erect... .” 
While this depicts a youthful Walt Whitman, it does 
not accurately describe the years beyond young man- 
hood. At 70, the years had already taken their full toll: 
he was barely able to get about, his memory was poor, 
and he constantly complained of indigestion, consti- 
pation, and “bladder trouble.” A postmortem examina- 
tion disclosed advanced tuberculosis of the right lung, 
collapse of the left lung, tuberculous empyema, dis- 
seminated abdominal tuberculosis, a single large gall- 
stone, a cyst of an adrenal gland, cerebral arterio- 
sclerosis, prostatic hypertrophy, and cloudy swelling 
of the kidneys. 

Guy de Maupassant, master of the short story, re- 
vealed evidences of mental disquietude when he was 
34 vears old. At that time he confessed a fear “of the 
walls, of the furniture, of familiar objects which 
seemed to assume a kind of animal lite.” In his early 
40's, he became hopelessly insane. He died in a sana- 
torium in 1893. It is believed De Maupassant acquired 
syphilis in late youth or early maturity, which 
emerged, after a period of quiescence, in the form of 
a paretic neurosyphilis. His mental breakdown was 
attended by “migraine, melancholia, obsessions, per- 
versions, hallucinations, and outbreaks of violent ill- 
tempered behavior.” 
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\iedical interest in the life of Grover Cleveland 
revolves about a secret operation for cancer performed 
during his second term in the White House. In 1893, 
the President complained of a rough spot on his palate. 
His physician, Dr. R. M. O’Reilley, suspected a malig- 
nant growth and sent a tissue specimen to Dr. William 
H. Welch, pathologist at Johns Hopkins, who confirmed 
the diagnosis. The growth was the size of a quarter, 
and extended from the bicuspid teeth on the left side 
to within one-third of an inch of the soft palate. It was 
found to have invaded the overlying bone of the upper 
jaw. It was decided to operate, and surgery was per- 
formed under the greatest secrecy aboard the yacht 
Oneida. 

Although most of President Cleveland’s upper jaw 
was removed, the orbital plate was left intact. With 
the subsequent fitting of a prosthesis, the contour of 
his face and its characteristic features were restored. 
At first it was thought the growth was a sarcoma, but 
Dr. Eerdmann later identified it as a carcinoma. 
Grover Cleveland, completed his second term in rela- 
tively good health, retiring from political life when his 
term was over. In 1908 he became ill with arthritis and 
heart disease. His death during that year was at- 
tributed to a blood clot that had formed in the mal- 
functioning heart and was abruptly transported to 
the brain. 

When one thinks of Napoleon Bonaparte, one pic- 
tures a vast empire founded by his genius and com- 
pletely dependent on him for its existence. When he 
was 40, insidious changes took place in his personal- 
ity, and serious errors of judgment produced danger- 
ous situations. These were met with faltering action. 
When his indecision resulted in the collapse of an 
empire, there was no question that Napoleon was a 
sick man. 

Despite his not inconsiderable physical and nervous 
endurance, Napoleon never knew robust health. He 
had an abnormal dislike for food and ate his meals 
as though he were swallowing disagreeable medica- 
tion. Sometimes he had no more than left the table 
when he was seized by an attack of severe abdominal 
pain that caused him to roll on the floor in anguish. 
During the Italian campaign he was tortured by 
scabies. When he was 30 years old Napoleon suffered 
from cystitis and screamed with pain when he had to 
urinate. The cause of the cystitis was later revealed at 
autopsy when numerous stones were found in his 
bladder. Napoleon also had gallstones, and these 
probably were responsible for severe attacks of ab- 
dominal pain. By and large, Napoleon held physicians 
in contempt, although he placed a high value on sur- 
geons. “Surgeons, he declared, “could see what they 
were about, they could save lives, and they were use- 
ful in improving the morale of the army.” 

In 1925 Sir Berkeley Moynihan, the eminent Eng- 
lish surgeon and pathologist, examined the viscera of 
Napoleon and found no trace of cancer, despite the 
fact that, when Napoleon died, the autopsy report 
asserted “the internal surface of the stomach to nearly 
its whole extent was a mass of cancerous tissue.” Na- 
poleon’s demise, Moynihan declared, resulted from 
perforated peptic ulcer, hemorrhage, and _ peritonitis. 
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MISCELLANY 


The following statements comprise the December, 
1956, Bulletin of the Joint Commission on Accredita- 
tion of Hospitals, 660 N. Rush St., Chicago 11, Ken- 
neth B. Babcock, M.D., Director. The member 
organizations are the American College of Physicians, 
American College of Surgeons, American Hospital 
Association, American Medical Association, and Cana- 
dian Medical Association.—Ep. 


THE MEDICAL STAFF IS SELF-GOVERNING 


The governing body of a hospital must obviously 
delegate the responsibility of medical functions to the 
medical staff. Only the medical staff can assume re- 
sponsibility for the quality of medical care rendered to 
patients. In order to fully carry out this responsibility 
it is incumbent on every medical staff to be self- 
appraising and self-regulatory. Although the methods 
and procedures used to accomplish this must be de- 
termined by the local hospital staff, they must be 
predicated on fundamental principles and controls 
which cannot be ignored by any hospital medical staff. 

The Standards for Hospital Accreditation of the 
Joint Commission on Accreditation of Hospitals places 
on the medical staff the responsibility for constant 
analysis and review of the clinical work done in a 
hospital. The following help the staff to carry out this 
responsibility: 

1. Selection of those physicians recommended for 
staff appointments and hospital privileges. 

The selection of physicians to be recommended for 
medical staff appointments should be based on the 
following principles: 

a. A license to practice medicine is not a guarantee 
of competence in any field. All that is confers is a legal 
right—not a moral right. 

b. Privileges should be extended to all qualified 
physicians to practice in the hospital in the fields of 
general medicine, surgery, pediatrics, obstetrics, 
gynecology and other specialties according to experi- 
ence, judgment, ability and competence as evaluated 
by the Credentials Committee and recommended to 
the Staff and to the Board. 

c. Individual merit and competence should be the 
sole criteria for selection, and under no circumstances 
should the accordance of staff membership or pro- 
fessional privileges in a hospital be dependent alone 
upon certification or membership in specialties 
societies. 

In advising the governing body concerning the 
appointment of a physician, the medical staff should 
indicate the scope of privileges which should be ac- 
corded to him. To guide the Credentials Committee or 
those assigned this function, the bylaws, rules and 
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regulations of the medical staff should define and 
delineate privileges. This is a difficult task and can be 
done only at the local level. Some hospitals use cards 
purchased from medical record companies. Smaller 
hospitals frequently define major and minor privileges 
in medicine, surgery, and obstetrics and gynecology 
and the privileges of an individual physician are de- 
termined in each of these three major services. Grant- 
ing privileges is a grave responsibility and must be 
thoughtfully and carefully carried out. Staffs and hos- 
pital boards should remember the Ohio Supreme Court 
decision “Where a public charitable hospital failed to 
exercise due and reasonable care in the selection of 
physicians ... and injury results from the incompetence 
or negligence of such persons, the hospital is liable.” 
When a physician has been appointed, the privileges 
granted to him should be on file in the office of the 
hospital administrator. In the case of surgical privi- 
leges, a duplicate copy should be on file in the operat- 
ing room. 

2. Effective organization. 

Constant analysis and review of the clinical work 
done in the hospital can be carried out only by eftective 
organization of the medical staff with each member 
assuming his share of responsibility. It means real 
down-to-earth leadership and planning, often taking 
considerable time, resulting occasionally in loss of 
both patients and income. Accepting a staff office and 
committee membership is not just a paper honor; it 
means accepting responsibility for thoughtful conduct 
of executive and administrative affairs and dedication 
to high standards in maintaining quality patient care. 

Effective medical staff organization implies able 
officers, functional bylaws, rules and regulations and 
actively working committees. The control of profes- 
sional work can come only from a conscientious staft 
which at all times keeps the welfare of the patient 
foremost in mind in all its deliberations. The com- 
mittees most directly concerned with the review of 
patient care are: 

a. Medical Records Committee 

The Medical Records Committee supervises and 
appraises the quality of medical records to insure 
their maintenance at or above the required standard. 
The word quality is the keyword. It is true that the 
committee member checks for completeness, accuracy 
and delinquency, but as he reads each chart his com- 
ment to himself should be, “I believe that this case was 
well handled so far as the documentary evidence is 
concerned and if it becomes necessary for another 
physician to continue the case, he could carry on from 
this chart without detriment to the patient.” 

b. Tissue Committee 

The Tissue Committee studies and reports to the 
staff or to the Executive Committee of the staff on the 
agreement or disagreement among the pre-operative, 
post-operative and pathological diagnoses and on 
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whether the surgical procedures undertaken in the 
hospital were justified or not. This study also includes 
those procedures in which no tissue was removed. The 
keyword is justification and it has many connotations. 
The committee member in reviewing the case asks 
himself, “Was this operation necessary? Was the case 
properly worked up? Was the timing good? Was the 
operation adequately performed? Was the entire 
handling of the case adequate and sufficient?” 
c. Credentials Committee 


The Credentials Committee reviews applications for 
appointment and reappointment to all categories of the 
staff. They delineate the privileges to be extended to 
the applicant and make appropriate recommendations 
to the staff. 

Meetings of the staff are an important tool in the 
evaluation of clinical work. Staff and departmental 
meetings are held for the purpose of reviewing the 
medical care of patients within the hospital and those 
recently discharged and not for the presentation of 
scientific papers or discussions. It is here that the staff 
learns of the activities of the departments and com- 
mittees and formulates policies and procedures to keep 
patient care at a high level. Only by being aware of 
what is currently being done can any conscientious 
hospital staff hope to improve its results and build 
up additional skills. So that there is a record of what 
transpires, minutes of discussions of medical meetings 
should be concisely recorded and reveal a thorough 
review and analysis of the clinical work done in the 
hospital. 

Minutes of meetings should give evidence of the 
following: 

a. A thorough review of the clinical work done by 
the staff on at least a monthly basis. This includes 
consideration of selected deaths, unimproved cases, 
infection, complications, errors in diagnosis, and re- 
sults of treatment. 

b. Consideration of the hospital statistical report on 
admissions, discharges, clinical classifications of pa- 
tients, autopsy rates, and other pertinent hospital 
statistics, 

c. Roll call of those in attendance and those absent 
whose cases were dicussed. 

d. Medical record number and date of admission ot 
the cases discussed. 

e. Names of discussants. 

f. Duration of the meeting. 

Division of the staff into services or departments to 
fulfill medical staff responsibilities promotes efficiency 
and is recommended in larger general hospitals. Func- 
tional Division of the medical staff into more than the 
minimal medical and surgical services is frequently 
desirable. It is necessary that each autonomous serv- 
ice or department be organized and function as a unit. 
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Since the General Practice Department is not a 
clinical entity, the responsibilities of this department 
are not those of a clinical service. Because misinterpre- 
tation of the Standards relating to general practice 
departments continues; the Commissioners of the 
Joint Commission on Accreditation of Hospitals wish 
to reaffirm their stand on this matter. 

a. The responsibilities of this department shall be 
limited to administration and education. It shall not 
be a clinical service and no patients shall be admitted 
to the department. If and when desirable, however, 
the department may be made responsible for conduct- 
ing the outpatient clinic in whole or in part. 

b. Since the Department of General Practice will 
not have a separate service, the members of the Gen- 
eral Practice Department shall have privileges in the 
clinical services of the other departments in accord 
with their experience and training, on recommenda- 
tion of the Credentials Committee. In any service in 
which any general practitioner shall have privileges, 
he shall be subject to the rules of that service and 
subject to the jurisdiction of the chief of the clinical 
service involved. 

c. The medical staff should give to the General 
Practice Department such administrative responsibili- 
ties in the conduct of medical affairs as are desirable 
to meet the needs of the hospitals. 

d. The Joint Commission endorses and recommends 
that Departments of General Practice be established 
in hospitals where the size of the hospital and the 
educational facilities make such an organization possi- 
ble and feasible. 

e. Any action to create a Department of General 
Practice should be initiated by the generalists on the 
staff of a given hospital. 

f. A General Practice Department should have fair 
and equitable representation in all staff activities of 
the hospital. 

g. A generalist should be granted hospital privileges 
according to his training, ability, and demonstrated 
competence, 

h. A well functioning General Practice Department 
in a hospital is considered an attribute by the Com- 
mission. 

A physician when accepting a hospital appointment, 
assumes responsibility for supporting medical staft 
and hospital policies. He becomes a creative force in 
formulating future policies and standards of patient 
care. He works through the staff organization to main- 
tain high standards. He supervises those less experi- 
enced and accepts supervision from those more 
experienced. He accepts controls as a protection to 
himself as well as to others. He contributes to the 
team-work required in the modern practice of medi- 
cine. He makes it possible for the medical staff to be 
truly self-appraising and self-regulatory. 


> 
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MEDICAL FILM REVIEWS 


Myomectomy and Myometrial Reconstruction: 16 mm., color, 
sound, showing time 25 minutes. Prepared by A. R. Abarbanel, 
M.D., Los Angeles. Produced in 1956 by and procurable on 
rental ($15) or purchase ($195) from Aron-Schon Medical 
Productions, 684 Bonnie Brae, Los Angeles. 


This film illustrates basic principles of myomectomy 
as well as the author’s technique of myometrial re- 
construction using three overlapping layers of muscle 
to cover the uterine wound. Thus, the endometrial 
opening is protected by three distinct and_ intact 
myometrial layers that are anchored first below and 
then above the opening and finally covered by the 
salvaged “hood” of outer myometrium to form the 
third layer. The last is tacked down on the anterior 
uterine surface. The basic techniques demonstrated 
include adequate exposure; proper hemostasis; single 
incision, preferably transverse, and the use of sec- 
ondary tunneling incisions; secure hemostatic closure 
of the cavities resulting from the enucleated myomas; 
and, finally, myometrial reconstruction in such a man- 
ner as to make future childbearing as safe as humanly 
possible. 

This is a good film, which presents the too much 
neglected surgical technique of myometrial recon- 
struction. The indications are correct, although one 
may question the preservation of menses as an indica- 
tion of myomectomy. The surgical technique and 
explanation are excellent; however, the author repeat- 
edly uses the word “capsules” of the myomas, which 
actually do not have a capsule, only a pseudocapsule. 
The photography is excellent, but the drawings are 
poor. This film would be of interest to obstetricians and 
gynecologists who are interested in preserving child- 
birth function. 


The Larynx and Voice: The Function of the Normal Larynx: 
16 mm., color and black and white, sound, showing time 21 
minutes. Prepared by Hans von Leden, M.D., and Paul Moore, 
Ph.D., Northwestern University, Evanston, Ill., for the William 
and Harriet Gould Foundation. Produced in 1956 by Mervin 
LaRue, Inc., Chicago. Procurable on rental ($5) or purchase 
($140) from Hans von Leden, M.D., 30 N. Michigan Ave., 
Chicago 2. 

This excellent film uses ultra-high-speed photogra- 
phy to illustrate the action of the human larynx during 
phonation. It duplicates in color the beautiful work 
first presented in black and white by the Bell Tele- 
phone Laboratories some 15 years ago. With the use 
of speeds of 4,000 to 5,000 frames per second, mirror 
views of the normal larynx are shown, demonstrating 
the action of the vocal cords during normal phonation 
and during changes in pitch and intensity as well as 
the violent action associated with coughing. Particular 
stress is laid on arytenoid action, suggesting a new 
concept to replace the generally accepted action of 
the arytenoids during phonation. The film may be 
somewhat weakened by being directed toward too 
broad an audience level. By the music and by the 
narration it is directed toward the laity and speech 
therapists, and by a detailed analysis of arytenoid 
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action toward laryngologists. Repetition of the cam- 
era motor sound in the sound track is detracting, but 
otherwise the sound is well correlated with the action. 
The photography and color are excellent. The film is 
recommended to all those interested in laryngology 
and in the problems of speech and phonation. 


Learning About Our Bodies: 16 mm., color, sound, showing 
time 10 minutes. Educational Collaborator: John G. Read, Ed. 
D., Boston University, Boston. Produced in 1955 by and pro- 
curable on rental ($4) or purchase ($100) from Coronet In- 
structional Films, Inc., 65 E. South Water St., Chicago 1. 


The purpose of this film is to aid children in learn- 
ing about the structure of the body by visualizing this 
structure and by showing, with the aid of x-ray photog- 
raphy, the actual movement of the bones and muscles. 
Several animated scenes show the fat, muscles, bones, 
and major organs of the body. A number of simple, 
common movements are demonstrated. These same 
movements are then examined by cinefluorography. 
Several kinds of joints are identified, and the actions 
that the joints permit and the movements of muscles 
are pointed out. This is an extremely attractive film 
and deserves the highest praise; however, the state- 
ment that “the diaphragm pushes air out of the lungs” 
is misleading. This is the exact opposite of what the 
diaphragm does, for its contractions are accompanied 
by the intake of air. The cinefluorographic views give 
this film a great documentary value, and the choice 
of the actors is most commendable. It would have been 
desirable to have the more difficult words, such as 
esophagus, spelled out on the screen as they are pro- 
nounced by the narrator. This film would be suitable 
for science classes in the fifth and sixth grades as 
well as in junior and senior high school. 


Fractures About the Knee: 16 mm., color, sound, showing 
time 23 minutes. Produced in 1956 by and procurable on loan 
from Veterans Administration, Central Office Film Library, 
Washington 25, 


This film opens with a section on the anatomy of 
of the knee, which is clearly but briefly presented. 
After a short section on the effect of valgus and varus 
deformities on function, the film is devoted to presen- 
tation of specific fractures involving the knee joint, 
such as patellar, intercondylar, and tibial plateau frac- 
tures. It is obvious that in a film of this length the sub- 
jects cannot be covered completely, and it is also 
obvious that experts in the field will disagree with 
some of the techniques that are demonstrated. As an 
example, the use of a C clamp to compress laterally 
displaced condylar fractures has potential dangers and 
many surgeons prefer to use their hands rather than 
a C clamp for molding of displaced fragments. There 
are other minor criticisms that might be made con- 
cerning the film, but on the whole it is of very high 
quality. The photography is excellent. The sound track 
is clear. The basic principles underlying management 
of fractures of the knee are well demonstrated. The 
film is an excellent introduction to the problems of 
fractures of the knee and will be of value to medical 
students, interns, and surgeons. The surgeon who con- 
siders himself a specialist in the field will find it some- 
what less exciting but still of definite interest. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Sickle Cell Anemia (Homozygous $) with Aseptic 
Necrosis of Femoral Head. K. R. Tanaka, G. O. Clifford 
and A. R. Axelrod. Blood 11:998-1008 (Nov.) 1956 
[New York]. 


Six patients with sickle cell anemia exhibiting asep- 
tic necrosis of the femoral head are reported. All 
patients were proved homozygous S by paper electro- 
phoresis. Since the introduction of electrophoresis, the 
authors studied a total of 51 patients with sickle cell 
anemia (homozygous S$). Of these, 6, or 12%, were 
found to have aseptic necrosis of the femoral head; 
however, only 38 of the 51 were studied adequately by 
detailed x-rays, and it may be that the incidence of 
aseptic necrosis is greater than reported here. Two of 
the 6 reported patients did not complain of symptoms 
referable to the joints involved, and the aseptic 
necrosis was detected only after x-rays of the femoral 
heads were taken as part of a bone survey or as part of 
this study. X-rays were obtained of the shoulders and 
hip joints in all 38 patients, but only 1 patient had 
changes suggestive of early aseptic necrosis of the 
humeral head. This is in keeping with the uncommon 
finding of aseptic necrosis in the humeral head in the 
variants of sickle cell anemia as reported by others. 
Aseptic necrosis due to caisson (compressed air) disease 
and trauma can be dismissed in all of the cases be- 
cause of negative history. In one of the cases the 
authors could not exclude the possibility of coinci- 
dental Legg-Calvé-Perthes syndrome (osteochondrosis) 
because of the patient’s age; however, the bilateral 
involvement and the patient’s race make Legg-Calveé- 
Perthes syndrome unlikely. Aseptic necrosis of the 
femoral head in sickle cell anemia is not an uncommon 
finding, and it may be an incapacitating complication. 


Massive Thrombotic Occlusion of the Large Pulmonary 
Arteries. K. P. Ball, J. F. Goodwin and C. V. Harrison. 
Circulation 14:766-783 (Nov.) 1956 [New York]. 


The authors report on 23 cases of thrombotic occlu- 
sion of the large pulmonary arteries, not caused by 
acute massive embolism, in 15 female and 8 male pa- 
tients between the ages of 8 months and 83 years. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 
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Thrombosis of the large pulmonary arteries without 
associated disease occurred in 10 patients; it was asso- 
ciated with pulmonary disease (carcinoma of the 
lung, chronic bronchitis), cardiovascular disease (val- 
vular disease, coronary artery disease, and congenital 
heart disease), and gastrointestinal disorders in 13 pa- 
tients. Nine patients were seen while alive, and the 
autopsy records of the remaining 14 patients were 
studied. The diagnosis was made before death in 3 
of the 9 patients, and autopsy confirmation was ob- 
tained in all patients. Thrombosis was secondary to 
embolism in 16 patients, but it was considered to have 
arisen primarily in the pulmonary artery in 7. Six of 
the 23 patients had mitral stenosis, which appeared to 
favor primary thrombosis of the large pulmonary 
arteries. 

The symptoms of thrombotic occlusion of the large 
pulmonary arteries, such as attacks of syncope, sudden 
dyspnea, or chest pain, may be insidious and the 
thrombotic occlusion may present a characteristic 
picture of progressive right ventricular failure with 
low output, a systolic murmur over the pulmonary 
artery or at the apex, a normal or soft pulmonary com- 
ponent of the second heart sound, and enlargement 
of the right ventricle. If, in addition, chest roentgeno- 
grams show enlargement of the right ventricle and 
pulmonary arteries and clear lung fields or shadows 
suggesting infarction, together with electrocardio- 
graphic evidence of right ventricular hypertrophy, the 
diagnosis becomes almost certain. Patients with mitral 
stenosis whose conditions deteriorate for no apparent 
reason and who show alteration in the second heart 
sound and decrease in the pulsation of the pulmonary 
arteries should also be suspected of having a massive 
thrombosis of the pulmonary artery. 

Prolonged anticoagulant therapy offers the only 
hope of preventing extension of the thrombus. Liga- 
tion of the inferior vena cava might have to be con- 
sidered if the thrombosis is secondary to repeated 
pulmonary emboli from thrombosis of the leg veins 
that cannot be controlled by anticoagulants. 


The Pluriglandular Syndrome, with the Report of a 
Case. K. F. Fairley. M. J. Australia 2:476-481 (Sept. 
29) [Sydney, Australia]. 


The case reported is that of a 28-year-old woman 
who at the age of 8 years had been subjected to sub- 
total thyroidectomy on account of diffuse toxic goiter. 
Considerable exophthalmos persisted until the age of 
18 years, when it gradually decreased. At this time 
there developed a greatly increased sensitivity to cold, 
a craving for salt, and seasonal urticaria. Intermittent 
treatment with thyroid was given without much bene- 
fit. For 9 months after her marriage at the age of 23 
years the patient’s libido was normal. Then, 1 month 
before her only pregnancy commenced, nausea, lassi- 
tude, and undue fat:gue appeared. Nausea and vomit- 
ing persisted throughout pregnancy, and she had never 
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felt well since. Labor was uneventful, without undue 
hemorrhage. Regular painless menstruation, lasting 4 
to 5 days and with considerably diminished loss, 
recommenced 2 months after childbirth. The main 
symptoms for 4 years preceding her hospitalization had 
been undue fatigue, irritability, lassitude, complete 
loss of libido, brief faint feelings, increased sensitivity 
to cold, and poor memory. Amenorrhea developed sud- 
denly when she was 25. Increasing pigmentation was 
first noticed 7 months prior to her admission to hos- 
pital. Three months later, cortisone, given for a month, 
led to a decrease of the pigmentation; this again in- 
creased after the drug was omitted. The pubic and 
axillary hair was very sparse. The uterus was a little 
smaller than normal. Response to the administration of 
corticotropin was at first negative and later caused 
hypoglycemic coma. 

There is inadequate production of hormones by 
several ductless glands in the pluriglandular svndrome, 
the clinical picture resembling that of anterior pituitary 
deficiency or a combination of primary Addison's dis- 
ease with secondary hypothyroidism. The patient 
had evidence of deficient hormone production by the 
adrenals, thyroid. and ovaries. Primary adrenal de- 
ficiency was shown by the typical picture of primary 
Addison's disease, the therapeutic response to corti- 
sone, and the complete failure to respond to corti- 
cotropin. the use of which precipitated hypoglycemic 
coma. Hypothyroidism was shown by the characteristic 
symptoms and facies, the high serum cholesterol level, 
the low initial protein-bound iodine values, and the 
response to thyroid therapy. The appreciable rise in 
the protein-bound iodine with cortisone therapy alone 
(from 1.7 to 3.4 mg. per 100 ml.) and the disappearance 
of the thyroid nodule on this regimen indicated that 
the hypothyroidism was, in large part, secondary to the 
adrenal cortical failure. The loss of thyroid tissue at 
operation had lowered the thyroid reserve. Ovarian 
deficiency was suggested by the sudden onset of 
amenorrhea in a young woman. Of the several thera- 
peutic regimens prescribed, the greatest benefit was 
obtained from the combination of daily doses of 37.5 
mg. of cortisone and 180 mg. of dried thyroid taken 
orally with 10 mg. of methyl testosterone taken sub- 
lingually, while the daily addition of 0.5 mg. of stil- 
bestrol by mouth for 3 weeks in every month was 
necessary to restore her libido to normal. 


Primary Male Hypogonadism with Female Nuclear 
Sex. W. P. U. Jackson, B. G. Shapiro, C. J. Uys and 
R. Hoffenberg. Lancet 2:557-859 (Oct. 27) 1956 [ Lon- 
don, England]. 


The 35-year-old man whose history is presented ap- 
peared to be a normal boy during childhood, but 
puberty did not occur. His penis and testes remained 
small, his voice did not break, and shaving was not 
necessary. After irregular treatment with testosterone 
his penis became larger, his facial hair grew, some 
temporal recession occurred, and his voice underwent 
a slight change. After the age of 22 he became fat, 
and there was some growth in the mammary region. 
The testes were fully descended but soft and tiny, 
and the epididymes were present. His axillary hair 
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was adequate, and his pelvic escutcheon was of the 
female type. Biopsy of the testes revealed a thickened 
tunica albuginea that contained abundant collagen. 
Seminiferous tubules were scanty, and the lumina of 
most of them were lined by Sertoli cells only; germinal 
cells were absent. In some of the tubules the base- 
ment membranes and the tunica propria were thick- 
ened and hyaline. Occasional tubules were completely 
sclerosed and presented as almost solid cords of col- 
lagen from which all lining cells have disappeared. 
The Sertoli cells had a foamy cytoplasm and in some 
instances they could be seen lving free in the lumina 
of the tubules. No crystalloids were present in these 
cells. The interstitial cells showed a variety of appear- 
ances. The most striking were the polyhedral Leydig 
cells, which occurred in groups and sheets in between 
and around the tubules. The crystalloids and_ in- 
clusions, usually associated with functional activity, 
were lacking in the Levdig cells. The nuclear pattern 
of the skin was female; 60% of the nuclei, in sections 
from both sides of the body, contained the “sex- 
chromatin.” The nuclear pattern of the leukocytes was 
also female. The authors wondered whether the pa- 
tient was a true hermaphrodite, perhaps with a third 
gonad containing ovarian tissue. An exploratory 
laparotomy was performed, but no such organ was 
found. Biopsy of the breasts revealed that they were 
accumulations of fat only. 

In attempting an explanation of the apparent para- 
dox of female nuclear sex in an anatomic male, the 
authors point out that Klinefelter, Reifenstein, and Al- 
bright, in 1942, described the syndrome of primary 
pubertal hypogonadism with normal male puberty, 
true gynecomastia, and_ sterility, associated with 
hvalinisation of the seminiferous tubules. Nelson and 
Heller widened the concept of Klinefelter’s syndrome 
to include prepubertal Leydig-cell failure (with eunu- 
choidism) with absent or fatty gynecomastia. The 
authors felt that their patient may be considered to 
have the eunuchoidal form of Klinefelter’s syndrome. 
They believe that the neutral human form is the 
female, i. e., a potential or “chromosomal” male needs 
male sex hormone and intact gonads for normal an- 
atomic male intrauterine differentiation; in its absence 
the sexual apparatus develops along female lines. Male 
differentiation in a chromosomal female is possible 
only if an abnormal amount of male sex hormone is 
present at any early stage, e. g., in the congenital ad- 
renogenital svndrome. In Klinefelter’s syndrome and 
similar hypogonadal states there is no evidence of an 
increased intrauterine formation of androgen, and 
this would not account for the appearance of testes 
in a chromosomal female. The finding of female 
nuclear chromatin in these conditions seems to be at 
variance with either the validity of the nuclear “sex- 
ing” method or this theory of sexual differentiation. 
There seems to be one way of reconciling this paradox. 
The study of hermaphrodites indicates that there must 
be a very early intrauterine “sex-hormone” or “sex 
evocator,” which precedes the gonadal hormone and 
determines whether the primitive gonadal tissue be- 
comes ovarian or testicular. In “chromosomal females” 
of the Klinefelter type a very early error must occur 
through which the male sex evocator is produced and 


Vol. 163, No. 4 


testes appear that are sufficiently active to compel 
male internal and external sex organs to develop. Such 
“testes,” however, are abnormal; the seminiferous tu- 
bules do not mature, and many such persons become 
eunuchoid. 


Diffuse Interstitial Fibrosis of the Lungs (Hamman- 
Rich Syndrome): A Review with a Report of Three 
Additional Cases. I. W. B. Grant, B. R. Hillis and 
J. Davidson. Am. Rev. Tuberc. 74:485-510 ( Oct.) 1956 
[New York]. 


In 1944, Hamman and Rich reported 4 cases of dif- 
fuse interstitial fibrosis of the lings conforming to a 
distinctive histological pattern but not attributable to 
any known cause. Thirty-four additional cases were 
collected from the literature. The authors report 3 more 
cases, 2 in women aged 69 and 72 years, and 1 in a 
13-year-old girl. The patients had progressive dyspnea, 
and 2 were cyanosed. The onset of breathlessness was 
either preceded or accompanied by cough productive 
of mucoid sputum. The cough was severe and paroxys- 
mal in 2. Only 1 patient was febrile, and in none was 
there any frank evidence of pyogenic respiratory in- 
fection, except terminally in the girl. All 3 had definite 
finger clubbing, which appeared to be useful in dis- 
tinguishing the condition from sarcoidosis. Roentgeno- 
graphically the appearances were similar in all 3 
patients, consisting of strandlike and patchy opacities 
distributed irregularly throughout both lung fields. 
Mantoux reaction was negative to 1 mg. of old tubercu- 
lin, and in 1 patient the reaction was also negative to 10 
mg. The time that elapsed from the appearance of the 
first symptoms until death was 18 months, 9 months, 
and 3 vears respectively. Death was caused by respira- 
tory insufficiency precipitated in 1 by pulmonary arte- 
rial thrombosis and in another by acute tracheobron- 
chitis; cor pulmonale was present in all 3 patients. 

On autopsy the patients showed similar pathological 
features. Microscopically, the lungs were of normal 
size but had a firm, tough consistence. The principal 
microscopic abnormality was that of interstitial fibrosis 
that was diffuse in character. Another conspicuous 
feature was an alteration in the size and shape of the 
alveolar epithelial cells, which often showed a transi- 
tion to a cuboidal or even a columnar type. An in- 
complete hyaline membrane lined the walls of some 
of the alveoli in 2 patients. In none of the lungs were 
there any specific features of tuberculosis or sarcoido- 
sis. The smaller pulmonary arteries and arterioles of 
2 patients showed considerable thickening of the sub- 
intimal connective tissue, and some proliferation of 
elastic tissue was observed in the media of all 3 pa- 
tients. The pathological features in the 36 cases of 
diffuse interstitial fibrosis collected from the literature 
differed in very few respects from those in the authors’ 
cases. In contrast to the latter cases, the bronchioles 
in many of the previously recorded ones were reported 
to be abnormal, the changes observed including squa- 
mous metaplasia of the epithelium and exudate or 
fibrosis, either within or around the bronchial walls. 

Penicillin was given to 2 of the authors’ patients, 
and 1 received streptomycin, aminosalicylic acid, and 
isoniazid empirically, but without any benefit. Calcif- 
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erol, potassium iodide, and various antihistamines 
were used in addition to the antibiotics and the sul- 
fonamides in the cases collected from the literature, 
but had no influence on the course of the disease. No 
progress has been made toward discovering the cause 
of the condition since the first cases have been de- 
scribed. The wide variation in the duration of the dis- 
ease, from a few weeks to several vears, suggests that it 
may not be a distinct pathological entity but the end- 
result of several different processes, which may in- 
clude virol infections and hypersensitivity to drugs or 
other agents so far unidentified. Cortisone and cortico- 
tropin promoted symptomatic and occasionally even 
roentgenographic improvement in a few patients 
whose cases were collected from the literature, but 
only one patient so treated is reported to be alive. 
There appears to be a serious danger of a lethal ex- 
acerbation of the disease when hormone therapy is 
discontinued, even if it has apparently had no bene- 
ficial effect. 


The Effects of External Electric Currents on the Heart: 
Control of Cardiac Rhythm and Induction and Term- 
ination of Cardiac Arrhythmias. P. \I. Zoll, M. H. 
Paul, A. J. Linenthal and others. Circulation 14:745- 
756 (Nov.) 1956 [New York]. 


Studies on the control of the cardiac rhythm by an 
external electric cardiac pacemaker and on external 
countershock defibrillation were pertormed on 22 nor- 
mal adult dogs. Data concerning the induction and 
termination of supraventricular and ventricular tachy- 
cardia were obtained in these dogs, in 5 normal domes- 
tic pigs, and mainly in 14 pigs previously subjected to 
ligation of the terminal portion of the left circumflex 
artery. External electric stimulation of the heart at 
rates of 60 to 1,200 per minute was applied with the 
use of surface electrodes or subcutaneous needle 
electrodes, which were placed at the right and left 
anterolateral chest walls in the cardiac area; at times 
a surface electrode was paired with an esophageal wire 
electrode at atrial or ventricular levels. The effects of 
external stimulation were also observed in over 70 
patients with Stokes-Adams syndrome, drug-induced 
cardiac arrest, reflex vagal standstill, and cardiac arrest 
occurring unexpectedly during various procedures, 
particularly under anesthesia. Two surface electrodes 
were placed a few inches apart near the cardiac apex. 
The effects of countershock (defibrillating) current 
(alternating current) were studied in 5 patients to 
whom these currents were applied for therapeutic 
purposes across the unopened chest with large copper 
electrodes held firmly in place on the chest wall, one 
to the left of the lower end of the sternum and the 
other lateral to the apex. The electrographic response 
to external electric stimulation was monitored in all 
experiments with an oscilloscope and recorded on a 
multichannel direct-writing electrocardiograph. 

The threshold for effective cardiac stimulation 
ranged from 45 to 60 volts in the pig, 40 to 100 volts 
in the dog, and 20 to 100 volts (50 to 200 ma.) in man. 
At frequencies of stimulation between 500 and 600 
per minute in the normal dog the heart no longer re- 
sponded to every stimulus and the externally paced 
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rhythm became irregular; cessation of such rapid 
stimulation was usually followed by return of the in- 
trinsic normal sinus rhythm. When external stimula- 
tion of the heart at rapid rates of 500 to 1,200 per 
minute with consequent severe hypotension was pro- 
longed (30 to 60 seconds), ventricular fibrillation often 
ensued, probably as a result of the marked cardiac 
ischemia. In 4 normal pigs no arrhythmias were pro- 
duced by rapid external stimulation on repeated trials. 
In the fifth normal pig, which was subjected to more 
prolonged stimulation with shorter rest intervals, one 
attack of ventricular tachycardia and many attacks of 
ventricular fibrillation were produced. Supraventric- 
ular and ventricular tachycardia and fibrillation were 
readily induced by very rapid external electric stim- 
ulation in the 14 pigs with previous ligation of the 
coronary artery. Countershock electric current applied 
externally instantaneously terminated all these ar- 
rhythmias. 

Electric stimulation was clinically useful in cardiac 
arrest by producing an externally controlled ventric- 
ular rhythm in over 70 patients. After delays of at 
least 5 and 7 minutes the ventricular fibrillation which 
followed an acute myocardial infarction in two pa- 
tients was terminated instantaneously by counter- 
shocks of 240 and 360 volts. Persistent) ventricular 
standstill followed in both patients, however, and 
heart beats could not be stimulated by the external 
electric pacemaker. After 1 minute of ventricular 
fibrillation, external electric countershock was applied 
to a third patient who had had an irregular tachy- 
cardia and circulatory collapse tor 15 minutes when 
ventricular fibrillation ensued. On 6 occasions, coun- 
tershock of 480 to 720 volts defibrillated the ventricles; 
each time, however, fibrillation recurred within 2 to 
30 seconds, circulatory collapse persisted, and the 
patient died. External countershock of 240 volts 
stopped the ventricular fibrillation resulting from digi- 
toxin overdosage in the fourth patient. A ventricular 
rhythm ensued and persisted for 542 minutes, but the 
patient remained apneic, unresponsive, and pulseless, 
and then died. The fifth patient, who had active 
Stokes-Adams disease, was resuscitated from ventric- 
ular fibrillation on 3 occasions by external counter- 
shocks of 270 to 360 volts. 


Serum Glutomic - Oxalacetic Transaminase in Coro- 
nary Artery Disease: A Review of 201 Cases. B. H. 
Ostrow, D. Steinberg, H. E. Ticktin and others. Circu- 
lation 14:790-799 ( Nov.) 1956 [New York]. 


Serial determinations of serum glutamic oxalacetic 
aminopherase (transaminase) levels were done with 
the aid of a modified spectrophotometric method orig- 
inally devised by La Due, Wroblewski, and Karmen, 
in 20] patients with clinical or electrocardiographic 
evidence suggesting coronary artery disease. There 
was an elevation of serum aminopherase levels in 99 
(95%) of 104 patients in whom a diagnosis of myo- 
cardial infarction was made on the basis of clinical 
and electrocardiographic evidence. On the other hand 
there was an elevated serum aminopherase level 
in 18 patients in whom clinical and electrocardio- 
graphic findings were negative or equivocal with 


regard to myocardial infarction. Six of these 18 cases 
were found to be of noncardiac origin. Twenty-four 
of the 201 patients died, and autopsies were performed 
in 18, in whom the correlation between elevated serum 
aminopherase level and recent myocardial necrosis 
was 100%. Similar elevations were observed in 58 
(97% ) of 60 patients with acute transmural infarction. 
The determination of serum aminopherase provides an 
additional useful method for the diagnosis of myo- 
cardial infarction. 


The Diagnostic, Prognostic and Epidemiologic Signifi- 
cance of Serum Glutamic Oxaloacetic Transaminase 
(SGO-T) Alterations in Acute Hepatitis. F. Wroblew- 
ski, G. Jervis and J. $. La Due. Ann. Int. Med. 45:782- 
800 ( Nov.) 1956 [Lancaster, Pa.]. 


Serum glutamic oxalacetic aminopherase (transam- 
inase) activity was determined with the aid of spec- 
trophotometry at frequent intervals and liver function 
tests were performed in patients with infectious hepa- 
titis, homologous serum hepatitis, and toxic hepatitis 
in a New York hospital over a period of from 3 weeks 
to 3 months. Serum glutamic oxalacetic aminopherase 
activity was determined and liver function tests were 
performed likewise in 14 patients with infectious 
hepatitis in an institution for mental defectives and 
in all the inmates living in the same building as those 
with infectious hepatitis. When a contact person 
showed an abnormal serum glutamic oxalacetic amino- 
pherase activity, he was reexamined weekly and the 
aminopherase activity was determined weekly until 
it returned to normal or until the patient had symp- 
toms and was hospitalized for infectious hepatitis. 

The results obtained suggest that alteration in serum 
glutamic oxalacetic aminopherase activity is a sensi- 
tive and roughly proportional index of hepatocellular 
injury in the course of acute hepatitis of various causa- 
tion. Acute and chronic hepatic disease is associated 
with quantitative and serial elevations of serum glu- 
tamic oxalacetic aminopherase activity that are suffi- 
ciently characteristic to permit diagnostic differentia- 
tion. The subjective and objective clinical course of 
patients with acute hepatitis appears to be accurately 
reflected by the alterations in serial serum glutamic 
oxalacetic aminopherase activity. Relapses, exacerba- 
tions, chronicity, premature ambulation, and unrelated 
superimposed complications in patients with acute 
hepatitis are usually evidenced by variations from the 
usual pattern of serial changes in serum glutamic oxal- 
acetic aminopherase activity. 

The changes in serum glutamic oxalacetic amino- 
pherase activity observed in the prodromal phase of 
hepatitis and in persons with asymptomatic and/or 
subicteric types of acute hepatitis permit a_ better 
understanding of the epidemiologic course of the dis- 
ease. Asymptomatic nonicteric and subicteric persons 
may possibly communicate the disease without being 
recognized themselves as having acute hepatitis. It 
would appear that the viremia and/or viruchezia in 
asymptomatic nonicteric and subicteric persons in 
contact with infectious hepatitis may serve to transmit 
the disease. Measurement of serum glutamic oxalacetic 
aminopherase activity in all contacts during an epi- 
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demic would permit differentiation of those persons 
who may develop nonicteric, subicteric, and/or frank 
icteric infectious hepatitis from those persons who 
are to remain well, The former group could then be 
prophylactically treated with immune serum globulin 
without unnecessarily administering this immunologic 
agent to the larger group of persons with normal serum 
glutamic oxalacetic aminopherase activity who are not 
potential candidates for subclinical and/or clinical 
acute hepatitis. 


Association of Liver Cirrhosis and Complicated Gastro- 
duodenal Ulcers. E. E. Navarret. Rev. Asoc. méd. 
argent. 70:227-230 (Aug. 15-30) 1956 (In Spanish ) 
[Buenos Aires]. 


The association of liver cirrhosis and gastroduodenal 
ulcers is frequent. A diagnosis is difficult because of 
the lack of symptoms of either disease or the predomi- 
nance of symptoms of the complications of the ulcers, 
which may overshadow those of both diseases. The 
main causal factor of gastroduodenal ulcer in drinkers 
with liver cirrhosis is alcoholic gastritis. Other causal 
factors are the changes in the gastroduodenal mucosa 
from diminished secretion of bile, portal hypertension, 
hypoproteinemia, and poor nutrition. Three cases in 
elderly men are reported. The patients had ascitis and 
edema. A diagnosis of liver cirrhosis was made in two. 
Two patients had arteriosclerosis, diabetes, and other 
metabolic disorders. The presence of gastroduodenal 
ulcer was not suspected in any of the patients. The 
patients were hospitalized in very acute condition, 
which prevented the making of roentgen examination 
of the gastrointestinal tract. They did not respond to 
medical treatment and died in collapse with symptoms 
of perforation of the ulcer shortly after hospitalization. 
Two of the patients had acute hemorrhages shortly 
before death. A diagnosis of rupture of esophageal 
virices was made in the case of the patient who died 
after massive vomiting of blood. Multiple gastric or 
gastroduodenal ulcers (one perforated) were found 
st autopsy in all cases. Bleeding ulcers were found in 
the two cases of severe vomiting of blood or of intes- 
tinal hemorrhage. The author advises roentgen exam- 
ination of the gastroduodenal segment and of the 
esophagus in patients with a diagnosis of liver cir- 
rhosis. In acute vomiting of blood in patients with liver 
cirrhosis it is advisable to use the endoesophagic bal- 
loon, which temporarily controls the hemorrhage 
caused by ruptured esophagic varices. Patients in this 
condition are placed on medical treatment for some 
time, after which, if symptoms of the ulcer do not 
subside, an operation is performed. Patients under 60 
years of age will tolerate an operation provided they 
do not have advanced arteriosclerosis. A timely opera- 
tion prevents hemorrhage or perforation of the ulcer. 
In either perforation of an ulcer or presence of a bleed- 
ing ulcer in patients with liver cirrhosis, the treatment 
is given in accordance to the degree of compensation 
of cirrhosis. When perforation or hemorrhage from a 
bleeding ulcer occurs in a patient without the diag- 
nosis of liver cirrhosis, the general condition of the 
patient is evaluated for a decision on making the 
operation. 
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Hypertensive Vascular Disease in Adolescence. R. P. 
Masland, F. P. Heald, W. T. Goodale and J. R. Gal- 
lagher. New England J. Med. 255:894-897 (Nov. ) 
1956 [ Boston]. 


Seventeen hundred ninety-five 12 to 21-year-old pa- 
tients were observed during the 3-year-period from 
1952-1954. Seventeen males and 8 females (1.4%) had 
blood pressures of 140/90 mm. Hg or higher. Seven 
patients had organic diseases. Eight had a labile hyper- 
tension. A 13-year-old boy complained of severe head- 
ache since the age of 18 months. He had a blood pres- 
sure of 150/90 mm. Hg. Surgery was performed, since 
the clinical and x-ray findings were compatible with 
the diagnosis of coarctation of the aorta. The blood 
pressure is now about 115/75 mm. Hg. Headaches are 
no longer present. A 13-year-old healthy appearing gir] 
had a blood pressure of 210/140 mm. Hg in each arm 
and each leg in the supine position. The hypertension 
was secondary to a unilateral renal disease. The right 
kidney was atrophic, and there was thrombosis of the 
renal arteries. After nephrectomy the blood pressure 
fell to 160/100 mm. Hg. Arteriolar disease in the re- 
maining kidney is apparently the reason that there is 
no further lowering of the blood pressure. A 17-year- 
old girl was admitted for evaluation of hypertension 
and tachycardia. She was extremely apprehensive and 
tense during the physical examination. Her blood pres- 
sure was 150/90 mm. Hg and her heart rate 112 per 
minute. Reaction to growing up and ambition were 
the causes of labile blood pressure. Increasing intoler- 
ance to cold and coldness of the hands and feet since 
6 years of age were the complaints of a 21-year-old 
college student with a full-time job who also partici- 
pated in sport activities. Peripheral vasospasm and 
intolerance to cold of the hands and feet disappeared 
when the patient was given reserpine (Serpasil ), 0.25 
mg. a day, for 2 weeks. The patient gained weight and 
became less tense. Reserpine dosage was reduced to 
0.12 mg. a day. The blood pressure was 140/80 mm. 
Hg. Nine months later he felt entirely well. His mild 
essential hypertension is continuously observed. The 
determination of blood pressure in the medical exam- 
ination of adolescents is important, as well as the need 
to recognize the emotional conflicts and anxieties that 
are at times evidenced by labile hypertension. 


The Current Problem of Staphylococcal Infections. 
D. E. Rogers. Ann. Int. Med. 45:748-781 ( Nov.) 1956 
| Lancaster, Pa.]. 


The frequency of micrococcic (staphylococcic ) bac- 
teremia in patients admitted to the New York Hospital 
over the past 16 years was investigated. One hundred 
of 170 patients who were admitted with or in whom a 
micrococcic bacteremia subsequently developed in 
the hospital were children less than 16 years old and 
70 were adults. The number of children with micro- 
coccic bacteremia declined definitely from 20 to 25 
per 1,000 admissions in 1940 to 1942 to 2 to 4 per 1,000 
admissions in 1954 to 1955. In contrast, the incidence 
of micrococcic bacteremia in adults remained relative- 
ly stable throughout the 16-year period, with a slight 
rise in 1955. Sixty of the 70 adults had serious associ- 
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ated diseases such as long-standing diabetes, exfoliative 
dermatitis, malignancies, serious valvular disease, and 
pyelonephritis, which frequently had direct bearing 
on the subsequent micrococcic bacteremia generally 
occurring within the hospital. The mortality of micro- 
coccie bacteremia in adults remained unaltered bv 
antimicrobic agents; the mortality in children with 
micrococcic bacteremia declined. The number of pa- 
tients with micrococcic pneumonia per 1,000 admis- 
sions appeared to have increased since the availability 
of effective antimicrobic drugs. The incidence of post- 
operative wound infections in the Massachusetts Mem- 
orial Hospitals increased during the years 1949 to 
1953, and an analysis of the predominant micro-organ- 
isms isolated on culture from such wounds revealed an 
increase in the frequency of Micrococcus (Staphvlo- 
coccus ) aureus as the predominating infecting micro- 
organism. A survey of the micrococcic carrier rate in 
more than 100 personnel and patients revealed that 
99.2% of these persons vielded M. aureus from the 
anterior nares or skin. Almost 80% of these strains 
were penicillin-resistant. 

These observations suggest that the population 
group in whom micrococcic infections are now devel- 
oping is a different group from that acquiring micro- 
coccic infections during the period before antimicrobic 
agents were available. In general, these patients are 
persons with advanced, serious, and potentially fatal 
disease who acquire micrococcic infections within the 
hospital. The increasing incidence of infection in this 
group caused by strains of micrococci not susceptible 
to many antimicrobic agents constitutes a disturbing 
problem. It is difficult to assign the therapeutic fail- 
ures to drug resistance alone in a significant number 
of patients. The basic underlying disease on which 
micrococcic infection is superimposed is commonly 
the important factor in determining the outcome. The 
Micrococcus appears to have displaced the Pneumo- 
coccus as the invader in terminal illness. 

It appears probable that micrococcic infections will 
continue to cause death of a number of seriously ill 
patients who now constitute a large part of hospital 
populations. It is doubtful that new antimicrobic 
agents will alter this situation, and there is much to 
suggest that antimicrobic agents have played a role 
in the emergence of micrococci as a troublesome hos- 
pital problem. More information is needed about the 
factors that increase host susceptibility to micrococcic 
infection. Procedures that will effectively reduce 
micrococcic carrier rates and cross inoculation of 
micrococci within hospitals also require better defini- 
tion. Methods that may prevent micrococcic infections 
in altered, abnormal hosts merit serious investigation 
in the hope of reducing the hospital incidence of 
micrococcic disease. 


On Two Cases of Streptococcic Endocarditis Treated 
with Oral Penicillin V. R. Martin, Y. Chabbert, B. 
Sureau and E. Cavla. Presse méd. 64:1655-1657 (Oct. 
13) 1956 (In French) [Paris, France]. 


Two patients with subacute bacterial endocarditis 
were treated with orally administered penicillin V. 
Three successive blood cultures showed _penicillin- 
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sensitive nonhemolytic streptococci to be responsible 
for the infection in the first patient, a man aged 47. 
Treatment was started with 1 tablet, containing 0.60 
gm. of penicillin V, 6 times a day, making a total of 
6 million units daily. Six days later the dose was 
doubled, and 5 days thereafter the temperature, which 
had remained at 38 C (100.4 F) returned to normal. 
Ptosis and diplopia indicating paralysis of the third 
cranial nerve, presumably due to a slight cerebral 
embolism, appeared on the right side 16 days later, 
at a time when the patient was apparently in good 
condition, and his temperature rose again to 38 C. 
Treatment with penicillin V was suspended, and the 
patient was given, instead, 10 million units of penicil- 
lin G by intravenous perfusion, combined with 2 gm. 
of streptomycin and anticoagulants. The neurological 
disturbances regressed spontaneously after a few days, 
the temperature fell, and the patient eventually re- 
covered, 

The second patient, a 28-year-old man who was 
found to have a hemolytic streptococcic infection, had 
been treated on several occasions with tifomycin and 
terramycin, then with aureomycin and sulfamides, and 
finally with erythromycin, but on each occasion a 
relapse followed the suspension of treatment. He was 
given 1.2 gm. of penicillin V, or 2 million units, 6 
times a day, making a total of 12 million units in 24 
hours, and 1.5 gm. of streptomycin in 2 intramuscular 
injections a day. His temperature dropped to about 
37 C (98.6 F), and he seemed to be well on the way 
to recovery when, 14 days later, he was suddenly 
seized by severe epigastric pain. The next day further 
pains appeared in the left subcostal region; he be- 
came dyspneic and cyanotic, his pulse became un- 
countable, and he died within a few hours in spite of 
various attempts at therapy. The autopsy indicated 
the cause of death to be acute cardiac failure second- 
ary to pancreatic and splenic emboli. 

Efforts were made to determine the relationship, if 
any, between the embolic complications in these pa- 
tients and the penicillin V treatment they were re- 
ceiving, but none could be detected. Comparative 
studies showed that when penicillin V is given orally 
in large doses (12 million units per 24 hours) it pro- 
duces serum concentrations ranging from 4 to 10 ox- 
ford units per cubic centimeter. Penicillin V was also 
found to be as active as penicillin G in both bacte- 
riostatic and bactericidal power against the two types 
of streptococci isolated in these cases, whether human 
serum was present or not. Infections caused by en- 
terococci and highly resistant streptococci requiring 
higher serum concentrations may have to be treated 
with benemid in addition to penicillin V or with in- 
travenously administered penicillin. An interesting 
synergism in which a definite bactericidal effect was 
obtained only when streptomycin was present in the 
serum in sufficient quantities was found to exist be- 
tween penicillin and streptomycin; consequently these 
drugs should be used together in patients with severe 
streptococcic infections and especially endocarditis. 
Anticoagulants should also be given throughout the 
period of treatment to prevent embolic complications. 
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The Effects of Corticotropin (ACTH) and Cortisone in 
Fifteen Cases of Pulmonary Tuberculosis. E. J. Des 
Autels, J. R. Zvetina, G. S. Berg and others. Dis. Chest. 
30:486-498 (Nov.) 1956 [Chicago]. 


Corticotropin (ACTH) and cortisone were given to 
15 men between the ages of 22 and 57 years with pul- 
monary tuberculosis. The disease was far advanced in 
14 patients and moderately advanced in 1. Twelve 
patients received chemotherapy before hormone treat- 
ment was instituted, and 3 did not. One of the latter 3 
and 11 of 12 received chemotherapy concurrently with 
hormone therapy. Ten patients were given corticotro- 
pin in doses of from 40 to 100 mg. daily; 3 patients 
received cortisone in doses of 200 mg. daily for the first 
2 or 3 days, 100 mg. daily for the next several days, 
and then reduced doses; and 2 patients were given 
corticotropin and cortisone. The total duration of hor- 
mone therapy varied from 31 to 351 days. 

Dramatic clinical improvement occurred in most 
patients, with abrupt disappearance of fever and tox- 
emia, increase of appetite, gain in weight, and im- 
proved sense of well-being. This response contrasted 
sharply with roentgenographic evidence of deteriora- 
tion in 12 patients. Three patients died in the course of 
hormone therapy and 7 died within 4 months after 
hormone therapy was discontinued. Five patients sur- 
vived; 3 of them are now well and 2 are still hospital- 
ized, more than 4 vears after hormone therapy. 

Cortisone was as a rule harmful. Corticotropin may 
have been beneficial occasionally, of equivocal effect 
in some patients, and probably harmful in most. Con- 
traindications to hormone therapy in tuberculosis seem 
to be relative rather than absolute. In special circum- 
stances, advantages may out-weigh disadvantages. 
When tuberculosis coexists with conditions such as 
systemic lupus erythematosus or polyarteritis nodosa, 
and particularly when the latter conditions are more 
threatening to life than is the associated tuberculosis, 
a trial of corticotropin seems indicated. When hormone 
therapy is mandatory in the presence of tuberculosis 
and a choice of either corticotropin or cortisone is 
available, preference should be given to corticotropin. 


Effective antimicrobic therapy must always be given 


concurrently in an effort to neutralize or minimize the 
potential ill-effects of hormone therapy insofar as is 
possible. Hormone therapy should be discontinued in 
a step-wise fashion as rapidly as the patient’s condition 
permits. 


Ambulatory Treatment of Tuberculous Intrathoracic 
Lymphadenitis. E. Schwartz, H. H. Kalter and S. Lei- 
bowitz. Dis. Chest. 30:508-512 (Nov.) 1956 [Chicago]. 


Four male and 5 female patients between the ages 
of 11 and 32 years with unilateral tuberculous intra- 
thoracic lymphadenitis and without tuberculous in- 
volvement of lung parenchyma were given ambulatory 
treatment at the Bedford Chest Clinic in New York. 
Six patients were given 5 mg. of isoniazid per kilogram 
of body weight and 12 gm. of aminosalicylic acid 
(PAS) daily for periods of from 2 to 10 months, and 3 
patients received the same dose of isoniazid daily and 
1 gm. of streptomycin twice weekly for periods of from 
l'2z to 10 months. Pronounced regression of the lym- 
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phadenitis was observed in 7 of the 9 patients within 
2 to 4 months. The results were of sufficient signifi- 
cance to warrant the suggestion of a diagnostic trial 
of isoniazid combined with aminosalicylic acid or 
streptomycin for a period of from 3 to 4 months in 
patients with unilateral intrathoracic lymph node dis- 
ease of undetermined origin in the presence of a posi- 
tive skin reaction to tuberculin. 


Histological Diagnosis of Pleural Disorders with the 
Aid of Needle Biopsy. M. Fazio and R. Garbagni. 
Minerva med. 47:911-918 (Oct. 3) 1956 (In Italian) 
(Turin, Italy]. 


The authors performed transthoracic needle biopsy 
with Iversen-Roholm or Vim-Silverman needles in 11 
patients. Nine patients had pleural effusions and 2 had 
localized roentgenologic opacities. A diagnosis could 
not be reached with only the clinical and laboratory 
data available. A histological diagnosis was made in all 
‘ases. Needle biopsy was well tolerated by all patients. 
and there were no complications. A preoperative his- 
tological diagnosis was made in 2 patients with pleural 
mesothelioma. 


Disseminated Lupus Erythematosus; Some Unusual 
Symptoms: Treatment with Prednisone. M. Iversen. 
Ugesk. leger 118:1134-1137 (Sept. 27) 1956) (In 
Danish) [Copenhagen, Denmark]. 


In the first of the 2 cases of disseminated lupus 
erythematosus reported there were, besides the usual 
symptoms, recurring swelling and pain in both parotid 
glands, and in the second case a large hard struma. 
Both cases responded well to treatment with Meti- 
corten, regarded as the drug of choice at present in 
the treatment of this disease. Dyspeptic symptoms did 
not occur. In the first case therapeutic doses of Meti- 
corten caused considerably less retention of salt and 
water than corresponding doses of cortisone. 


Migratory Thrombophlebitis and Visceral Cancer. 
J. A. Rizzo. Rev. Asoc. méd. argent. 70:236-238 ( Aug. 
15-30) 1956 (In Spanish) [Buenos Aires]. 


Migratory thrombophlebitis is a premonitory sign of 
visceral cancer. It appears long before appearance 
of clinical symtoms. It is of great diagnostic value, 
especially in elderly persons or in those who give a 
history of rapid loss of weight, fatigability, loss of 
appetite, and other symptoms common in cancer but 
in whom the localization of cancer is undetermined. 
Two cases of this type in men 30 and 58 years old are 
reported. The early svmptoms consisted of episodes 
of thrombophlebitis in different vascular segments of 
the limbs. Both patients presented rapid emaciation 
and severe general disorders. Roentgen examination of 
the chest and the gastrointestinal tract and urologic 
examinations were of no aid for the diagnosis. An 
abdominal tumor was felt on palpation. An exploratory 
laparotomy revealed a medium-sized tumor of the 
small intestine and multiple metastatic involvement of 
the mesenteric and the aortic lymph nodes. The case 
was considered inoperable. Biopsy of the lymph nodes 
showed carcinoma. The second patient complained of 
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severe respiratory disorders. The lymph nodes of the 
neck were enlarged. Biopsy showed cancer. Roentgen 
examination of the chest showed bilateral cancer of 
the lung. Both patients died shortly after hospitaliza- 
tion. Migratory thrombophlebitis has been considered 
a premonitory sign of cancer of the pancreas and other 
viscera but was considered a rare occurrence in cancer 
of the intestine and of the lung. 


The Anaemia of Chronic Renal Insufficiency: The 
Effect of Serum from Azotaemic Patients on the 
Maturation of Normoblasts in Suspension Cultures. 
J]. L. Markson and J. B. Rennie. Scottish M. J. 1:320- 
322 (Oct.) 1956 [Glasgow, Scotland]. 


The mechanism of the anemia that accompanies 
chronic renal insufficiency remains an unsolved prob- 
lem. The experiments described were carried out to 
elucidate the problem further by studying the matura- 
tion of normoblasts in suspension cultures of normal 
marrow in serum from patients suffering from chronic 
renal insufficiency with anemia. Controls were pro- 
vided by parallel cultures of the same marrow in nor- 
mal serum. Differential counts were carried out on the 
normoblasts after incubation for 24 hours. In 7 of 9 
experiments, the proportion of hemoglobinized normo- 
blasts was significantly less following culture for 24 
hours in uremic serum than in the controls. These find- 
ings suggest that in chronic renal insufficiency with 
anemia there may be partial inhibition of maturation 
of the marrow normoblasts as a result of changes in 
the serum. 


SURGERY 


Primary Carcinoma of the Lung: A Report of 382 
Cases of Carcinoma of the Lung. O. W. Clayton and 
C. J. Donald Jr. J. M. A. Alabama 26:109-111 (Nov.) 
1956 [Montgomery, Ala. ]. 


Three hundred eighty-two patients between the 
ages of 2 and 76 years with primary carcinoma of the 
lung were seen by the authors in Birmingham, Ala., 
between 1948 and 1956. One hundred seventy of the 
382 patients had inoperable lesions. Surgical inter- 
vention was limited to exploration in 79 patients with 
major involvement of the blood vessels, the heart, or 
other vital structures or with lesions too extensive to 
be resected. Exploration was associated with death in 
5 patients. One hundred thirty-three patients under- 
went some type of resection, pneumonectomy being 
performed in 104 and lobectomy in 29. Lobectomy is 
an excellent procedure in certain selected patients, 
particularly those with a peripheral lesion or those 
who are poor risks. There were 9 deaths among the 
patients who underwent resection. Pneumonectomy 
was complicated by a chylous thorax in one patient; 
the chyle came from an accessory lymph duct 5 cm. 
to the left of the vertebral column. Ligation was per- 
formed without any further complication. 

In 50 of the 133 patients subjected to resection, the 
operation was performed 5 or more than 5 years ago, 
and 10 had survived. Two of the 10 had had lobec- 
tomy and 8 pneumonectomy. Two of the 10 survivors 
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had highly anaplastic carcinoma and 4 had metastasis 
to the hilar lymph nodes at the time of the resection. 
One of the 5-year survivors had involvement of the 
brachial plexus at the time of the operation. A pallia- 
tive lobectomy was carried out followed by deep x-ray 
therapy. He was alive and without evidence of re- 
currence 5% years later. There appears to be little 
relationship between the grade of the tumor, hilar 
node metastasis, and 5-year survival. One hundred 
thirty-eight of the 382 patients had squamous cell 
carcinoma; 134 of the 138 were smokers and 4 were 
nonsmokers. All patients who smoke and are 40 years 
old or older should have chest roentgenograms taken 
at 6-month intervals. 


Surgical Correction of Congenital Coarctation of the 
Aorta: A Report. C. A. Beskin. |. Louisiana M. Soc. 
108:400-405 ( Nov.) 1956 [New Orleans]. 


A 3-month-old male infant, an 11-year-old boy, two 
24-year-old men, and an 18-year-old married woman 
with congenital coarctation of the aorta were operated 
on in Baton Rouge, La., between 1953 and 1955. None 
of the patients died, and follow-up showed significant 
clinical improvement. A preserved homograft measur- 
ing 5 cm. in length was used in one of the men in 
whom it was impossible to bring the ends of aorta 
together after the coarcted segment had been resected; 
the advisability of having a prepared graft available 
in the over-18 age group is stressed. 

The surgical correction of congenital coarctation of 
the aorta is a procedure now widely accepted and well 
standardized. Resection of the coarcted segment and 
end-to-end anastomosis is the ideal management; in 
some patients, particularly in the older age group, a 
homograft is necessary to bridge the defect. The diag- 
nostic criteria, such as a systolic precordial murmur 
and hypertension in one or both arms, and the absence 
of femoral pulsations or diminished blood pressure in 
the lower extremities, are fairly simple if the possibility 
of the presence of the anomaly is kept in mind. Surgery 
can offer complete correction of the defect in most 
patients. In competent hands, the operation can be 
performed with a negligible mortality risk. 


Hypophysectomy in the Treatment of Malignant Tu- 
mors. R. Luft, H. Olivecrona, D. Ikkos and others. 
Am. J. Med. 21:728-738 (Nov.) 1956 [New York]. 


Seventy-five patients with malignant tumor were 
subjected to hypophysectomy at the Serafiner Hospital 
in Stockholm between 1953 and Jan. 1, 1956, and were 
followed up for at least 6 months. Fifty-five women 
and 2 men were operated on for cancer of the breast, 
10 for cancer of the prostate, 2 for chorionic epitheli- 
oma, 2 for cancer of the ovary, 1 for cancer of the 
adrenal gland, and 3 for malignant melanoma. Results 
were evaluated in 41 of the women with cancer of the 
breast; 22 (54%) of these obtained a remission, with 
decrease in visible or palpable metastases or increased 
density of previously osteolytic bone metastases with- 
out progression of any old metastases or appearance 
of any new metastases (regression) in 16, and with 
no progression of any metastases and no appearance 
of new metastases (arrest) in 6. The duration of re- 
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mission induced by hypophysectomy was about 17 
months. No response was observed in the remaining 
19 patients. Hypophysectomy induced a remission in 
110 (56%) of 197 women with cancer of the breast 
whose cases were collected from the literature. Remis- 
sions were obtained by hypophysectomy in the 2 men 
with metastatic cancer of the breast, in 5 of the 7 
patients with metastatic cancer of the prostate, and 
apparently in 1 of the 2 patients with chorionic epi- 
thelioma. 

The value of hypophysectomy in the treatment of 
malignancies and especially of metastatic cancer of 
the breast and prostate cannot be established before a 
large enough series of patient with anatomically com- 
plete hypophysectomy is available. The results ob- 
tained so far in metastatic cancer of the breast show 
that hypophysectomy is at least as good as other forms 
of endocrine treatment of this malignancy. The course 
of the disease most probably will not be altered by 
hvpophysectomy in patients over 60 vears of age with 
cancer of the breast with brain and/or extensive liver 
metastases who did not respond to other forms of 
endocrine treatment. 


A Simple Surgical Method for the Correction of Mitral 
Regurgitation Using the Finger Ring Valve Elevator. 
A. S. Johnson. J. Thoracic Surg. 32:557-561 (Nov. ) 
1956 [St. Louis]. 


The simple surgical method described takes account 
of the fact that 70% of mitral lesions are located in the 
posterior leaflet. The valve is first explored with the 
index finger of the left hand. If the defect is palpated 
and localized in the posterior leaflet, the exploring 
finger is withdrawn. The ring (hook) elevator is then 
fitted onto the index finger of the left hand and re- 
inserted into the left atrium. The hook end of the 
ring is placed around the chordae tendineae in the 
valve area where the edge of the posterior leaflet is 
curled under. The edge of the curled lip of the valve 
is then elevated toward the posterior wall of the atrium 
by stretching the chordae tendineae. The assistant 
with his finger or a curved Kelly forceps invaginates 
the posterior atrial wall toward the internally elevated 
posterior mitral leaflet. Two to three interrupted no. 
2-0 silk sutures fix the edge of the defective leaflet to 
the posterior wall. A second row of interrupted silk 
sutures is next placed to take the tension off the first 
row of sutures. A reinforced posterior mitral leaflet 
has been constructed. It is semirigid as far as flexibility 
is concerned. The anterior and medial mitral leaflets 
become the only freely moving parts of the valve. The 
mitral valve has been made physiologically competent. 
The regurgitant jet is completely absent as a result of 
a newly reconstructed posterior mitral leaflet. This 
technique can be used for the “blind cardiovalvo- 
plasty” and is equally successful for the “open cardio- 
valvoplasty’ when a mechanical heart pump oxygen- 
ator is employed to by-pass the left side of the heart. 
It has been tried in 6 patients. Three of them, who 
had stenosis and regurgitation, obtained excellent re- 
sults. Of the remaining 3 patients who had pure mitral 
regurgitation, 2 showed good clinical improvement 
and the third obtained only fair results. 
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Granulomas of the Mediastinum. A. Balmes, E. Négre 
and A. Thevenet. Presse méd. 64:1742-1745 (Oct. 24) 
1956 (In French) [Paris]. 


Mediastinal granulomas, sometimes called medias- 
tinal tuberculomas, form a distinct anatomic entity 
not to be confused with isolated mediastinal lymphatic 
tuberculosis. Their radiological picture is that of a 
single round or oval mediastinal mass. either homo- 
geneous or with calcifications. They usually occupy a 
right laterotracheal position above the arch of the 
azygos, often projecting into the thorax. The most 
important of the atypical localizations is the subcarinal, 
because it may lead to compression or displacement of 
the esophagus. The exact nature of these tumors has 
given rise to many controversies. The term tubercu- 
loma, used by most authors, suggests a close connec- 
tion with the tubercle bacillus and is not strictly ap- 
plicable, because the lesions are not strictly speaking 
tuberculomas but chronic inflammatory granulomas. 
Attempts to discover a definite causative agent have 
been fruitless; even on the rare occasions when acid- 
fast bacilli have been found, it has not been possible 
to identify them specifically. 

Mediastinal granulomas appear macroscopically as 
solitary cystic tumors in 80% of the cases; in the other 
20% they appear either as solid growths with cystic 
degeneration or, much more rarely, as tumors resem- 
bling caseous lymph nodes. The close connections 
between these tumors and the adjacent structures, to 
which they are usually adherent, are responsible for 
the technical difficulties encountered in their operative 
removal. Complete removal cannot always be accom- 
plished without injury to the superior vena cava, the 
aorta, or the pulmonary artery; when this is the case, 
the tumor should be partially removed, with wide 
excision of the liberated wall and evaculation of the 
cystic content. Irreparable injury to the superior vena 
cava during operation led to the death of one patient 
reported on in the literature; all the rest, including 
one whose case is presented by the authors, recovered 
without postoperative complications of any kind. Sur- 
gical removal is indicated in all cases, both because 
an exact diagnosis cannot be made before operation 
and because the development of the tumor may lead 
to dangerous complications, such as spontaneous rup- 
ture; compression of the superior vena cava, the 
trachea, or the esophagus; or erosion of the large 
vascular trunks. 


Systematic Scalene Lymph Node Biopsy in 100 Pa- 
tients with Suspected Bronchial Tumors (Histologically 
Confirmed in 65). C. Colombo and E. Masenti. Chir. 
torac. 9:553-562 ( Aug.) 1956 (In Italian) [Rome]. 


One hundred patients suspected of having pulmo- 
nary tumor were submitted to scalene lymph node 
biopsy, which was performed 47 times on the right 
side, 36 times on the left side, and 17 times on both 
sides for lesions involving middle and lower areas. 
Twelve biopsies (14%), 7 on the left and 5 on the 
right side, gave positive results in 86 patients with a 
pulmonary tumor, 65 of which had been confirmed 
histologically. The type of metastasized pulmonary 
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cancer was anaplastic in § patients, adenocarcinoma 
in 3, and squamous in 1. The squamous type seems to 
have very little tendency to metastasize. Supraclavicu- 
lar biopsy made histological diagnosis possible in 3 
patients with negative bronchoscopic findings and in 
5 patients who presented only indirect signs. The deci- 
sion to abstain from a radical operation was reached 
in 5 patients on the basis of bronchoscopic, clinical, 
and bioptic findings and in 7 patients only on the 
basis of supraclavicular biopsy findings. 


Hemangioma of the Liver. K. C. Sawver, R. E. Me- 
Curdy and A. E. Lubchenco. Rocky Mountain M. J. 
53:1009-1012 (Nov.) 1956 [Denver]. 


A 57-year-old woman was hospitalized because of 
a large mass in the abdomen. She complained of burn- 
ing in the epigastrium, indigestion, and an increase in 
the size of her abdomen. Gastrointestinal roentgeno- 
grams revealed an enlarged duodenal loop and a pres- 
sure deformity within the loop of the duodenal bulb 
in the first portion of the duodenum. The duodenum 
was pushed upward and to the left. A malignancy of 
the head of the pancreas with metastasis to the liver 
was suspected. Surgical exploration revealed that the 
stomach was pushed to the left side by a large, irreg- 
ular mass, which occupied almost the entire lobe of 
the liver. The tumor was clearly demarcated. The peri- 
toneal attachments of the right lobe of the liver were 
divided; the liver was lifted out of the abdomen; and 
almost the entire right lobe, together with the gall- 
bladder and the caudate lobe, was removed without 
difficulty. The patient left the hospital on the 15th day. 
The pathologist's diagnosis was cavernous hemangi- 
oma of the liver. 

This case emphasizes the practicability of resecting 
a large portion of the right lobe of the liver. Large 
amounts of liver tissue can be removed without seri- 
ously disturbing the function of this organ provided 
circulation to the remaining tissue is preserved. Liga- 
tion of the hepatic artery in the liver substance is 
suggested as a means of preserving this circulation. 
Spontaneous or accidental rupture of a hemangioma 
of the liver frequently results in death. Regardless of 
size, these vascular tumors can be excised without 
difficulty if the excision is carried out through normal 
liver tissues rather than through the tumor itself. 


Recent Trends in the Treatment of Cancer of the 
Colon and Rectum. N. W. Swinton. Am. J. Surg. 
92:727-734 (Nov.) 1956 [New York]. 


A study was made of 901 patients with cancer of 
the colon and rectum treated at the Lahey Clinic 
during the vears from 1945 to 1949 inclusive. The 
operability rate was 100%, the resectability rate 93%, 
and the operative mortality 5.6%. The absolute sur- 
vival rate of the 901 patients receiving primary treat- 
ment at the clinic was 43%. Palliative operations were 
performed on 20% otf the patients and 36% of these 
patients survived more than 2 years. The author dis- 
cusses some of the modifications and improvements 
suggested in the technique of resection of the colon 


and rectum. He believes that the preliminary ligation 
of blood vessels, both as a means of increasing the 
radicalism of such procedures and of preventing fur- 
ther spread of the tumor by manipulation at the time 
of operation, are distinct advances and should be 
employed. There can be no question that the elimina- 
tion of viable cancer cells in the lumen of the colon 
that may cause local recurrences by implants on raw 
surfaces is a most important factor and should be 
thoroughly appreciated. There is general agreement 
that stage operations at present have little place in 
surgery on the colon and rectum except as emergency 
situations develop. The control of infection and of 
pulmonary emboli is most important in the further 
reduction of operative mortality. A survey of recently 
reported survival rates indicates some improvement. 
It is regretted, however, that more uniform statistics 
are not being used that could offer a better basis for 
comparison of different techniques. It is suggested 
that in the future the most important developments 
will come from the laboratory and will involve a better 
understanding of the inherent nature of this disease. 


The So-Called Pilo-Nidal Sinus. A. A. Klass. Canad. 
M.A. J. 75:737-742 (Nov. 1) 1956 [Toronto, Canada]. 


The author reports on a clinical experiment in which 
45 male patients with pilonidal suppuration were 
treated by conservative measures. The following facts 
and concepts were basic in the management of this 
trial series. A critical review of the literature revealed 
very little support for textbook statements concerning 
the concept of embryonic origin of pilonidal sinuses 
and suppuration. Recent studies indicated that pilo- 
nidal suppuration was caused by a combination of 
factors in which a stocky body build, the occurrence 
of a dimple of the skin in the postanal region, the 
trauma of broken hairs, and problems of local hygiene 
played an important part. Accumulated experience 
indicates that pilonidal suppuration is a self-limiting 
disease and that practically no fresh cases are seen in 
patients over the age of 30 vears. Extensive dissections 
to remove in entirety a mythical congenital sinus have 
resulted in extensive scarring and prolonged hospital- 
ization for a condition that in its primary stages carries 
a trifling disabilitv. A collection of loose hairs and 
fecal residue in the internatal cleft was the immediate 
cause of infection, and local cleanliness therefore 
seemed an obvious form of prophylaxis. 

The patients were subdivided into 2 groups. The first 
group of 26 patients complained of recurrent dis- 
charge with either no discomfort or with minor dis- 
comfort from the resultant local skin irritation. They 
were advised to wash the internatal cleft carefully 
with soap and water at bedtime, to dry the area thor- 
oughly, and then to apply witch hazel or alcohol to it. 
They were advised that this local toilette must be 
carried out daily until they reach the age of 30 years, 
at which time spontaneous cure could be confidently 
expected. None of the patients in this group required 
hospital care and surgery. Eleven of 15 patients who 
were followed for more than 3 years had had no dis- 
charge for the last 2 years, while 4 reported small 
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amounts of discharge after prolonged sitting. Eight of 
11 patients who were followed for less than 3 years 
reported no further discharge up to the time of the 
survey, and 3 had had recurrent episodes of discharge 
without pain and irritation. 

The second group consisted of 19 patients who had 
a well-defined abscess or tissue space infection, mani- 
fested by pain and a swollen tender area. These pa- 
tients were given antibiotics and were advised to apply 
hot fomentations at home. The abscess spontaneously 
discharged in most patients while they were at home, 
and in a few others an incision about 0.5 in. (1.25 cm. ) 
in length was made in the office. The abscess cavity 
was then loosely packed with iodoform gauze drain. 
The gauze was not completely removed until 5 or 6 
days had elapsed. After this the aim was to keep the 
sinus open and the area clean by daily washing with 
soap and water, On alternate days, and later at less 
frequent intervals, a probe was passed through the 
opening of the sinus to make certain it remained open. 
Ten of the 12 patients followed up for 3 years or long- 
er had no recurrence of the acute suppuration, and 2 
required a second incision of an abscess. At no time 
was any of these 12 patients unable to work. Two of 
7 patients followed up for less than 3 vears required 
incision on more than one occasion. None of the 45 
patients who reached the age of 30 vears had a recur- 
rence, and the longest period of hospitalization was 
4 days. 


Vascular Invasion in Carcinoma of the Colon and Rec- 
tum. F. J. Burns and J. Pfaff Jr. Am. J. Surg. 92:704-709 
(Nov.) 1956 [New York]. 


Studies were made on 338 of 571 patients with 
colonic and rectal carcinoma observed over a 10-year 
period in two St. Louis hospitals. Requirements for 
inclusion were that surgical resection, autopsy, or both 
had established the presence of a malignant epithelial 
tumor and that there was a sufficient tissue for the 
evaluation of vascular invasion. Invasion of the blood 
vessels by tumor cells was detected in 93 (or 46.9% ) 
of 198 patients with carcinoma of the rectum and 
rectosigmoid and in 75 (or 53.6%) of 140 patients 
with carcinoma of the colon, The total percentage 
(49.7%) of invasion of the blood vessels detected in 
this study is significantly higher than that previously 
reported by many investigators. The major factor re- 
sponsible for this higher percentage would appear to 
be the emphasis placed upon tumor invasion of minute 
vascular channels. There are several factors that prob- 
ably indicate an even greater percentage of vascular 
invasion than this study reveals. Material utilized was 
that obtained from routine pathological examination. 
Certainly a higher incidence would be expected if all 
tissue were sectioned from a standpoint of determin- 
ing such invasion. Tumor invasion of lymph channels 
was noted in 290 (85.8%) of the 338 cases. Although 
this finding would seem of significance as regards com- 
plete evaluation in a study of tumor dissemination, it 
bears no direct relationship to the primary purpose 
of this investigation. 

The prognostic significance of the invasion of venous 
channels by tumor cells is revealed by the fact that 


MEDICAL LITERATURE ABSTRACTS 319 


74% of patients with histological vascular tumor inva- 
sion at the time of surgical carcinoma excision ulti- 
mately showed neoplastic metastases. Of the 119 
patients evaluated terminally as regards the cause of 
death, a majority (57.2%) revealed visceral metastasis 
as the most significant lethal factor. A small number 
(9.3% ) comprised cases of regional tumor extension. 
These invaded locally, causing death by interference 
with adjacent vital structures (such as, ureteral ob- 
struction with pyelonephritis and terminal uremia). 
This small proportion indicates that the growth pattern 
of colonic and rectal carcinomas is not one primarily 
of local extension. Approximately one-third (33.5%) of 
cases revealed no evidence of either metastasis or re- 
gional extension of significant import. Pulmonary em- 
bolism, pneumonia, and congestive heart failure were 
major causes of death in this group. 


Malignant Tumors of Small Intestine. S. Weintraub 
and R. J. Ryan. J. M. Soc. New Jersey 53:551-553 (Nov.) 
1956 [Trenton]. 


In the 2 cases presented and in another observed at 
a Trenton, N. J., hospital, the diagnosis of malignancy 
of the small intestine was not entertained preopera- 
tively. This seems to be a common error. In both cases 
and in the leiomyosarcoma referred to there was 
blood in the stool, and in one there was constipation. 
Rarely there may also be perforation or intussuscep- 
tion. Anorexia and weight loss may exist. Since the 
gastrointestinal tract is the prime sounding-board of 
emotions, most gastrointestinal disorders turn out to 
be of no serious organic import. Neoplasms of the 
small intestine, however, must be kept in mind in 
patients with gastrointestinal complaints, obstruction, 
and/or melena, especially when an adequate cause is 
not found in the stomach or colon. Roentgenographic 
studies should be made of the small intestine. Only 
earlier diagnosis with resection will improve the grave 
prognosis associated with malignancies of the small 
intestine. 


The Care and Nutrition of a Patient in Prolonged 
Coma. R. L. Hopp, W. J. A. Ford and S. J. O'Connor. 
Am. J. Clin. Nutrition 4:625-628 (Nov.-Dec.) 1956 
| New York]. 


The authors have been caring tor a patient who has 
been unresponsive for more than 17 months. A 37- 
year-old man fell 2 stories on Aug. 20, 1954, and landed 
on his left leg and side. He was brought to the emer- 
gency room of the hospital, and at that time was con- 
scious and cooperative. There were closed fractures 
of the left leg and hip and tenderness in the left flank 
and costovertebral angle. Morphine, 15 mg., was given 
for pain. Roentgenograms revealed comminuted frac- 
tures of the left tibia, fibula, and subtrochanteric area 
of the left femur. The patient was placed in balanced 
traction with a Kirschner wire through the lower tibia. 
He became progressively stuporous, and 11 hours after 
admission could not be aroused. Fat embolism was 
suggested, and urinalysis revealed large amounts of 
fat. A Foley catheter was inserted and attached to an 
intermittent bladder irrigator. Antibiotic therapy was 
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started. An oral airway was introduced, and humidified 
oxygen was given through a nasal catheter. Because 
of accumulating secretion and increasing respiratory 
difficulty, a tracheotomy was done with respiratory 
improvement. Although he remained critically ill for 
the next 2 weeks, his vital signs gradually returned to 
within normal limits. During this time, he received 
nine pints of blood and intravenous fluids totaling 3,000 
ml. daily. He received an average of 650 calories a day. 

Two weeks after admission a nasogastric polyethyl- 
ene tube was inserted and formula feeding was 
started. He received 126 gm. of protein, 142 gm. of 
fat, 336 gm. of carbohydrate, and 3,000 calories in 
2,400 ml. Oxygen could be discontinued on the 27th 
day. The patient’s arms and right leg were moved 
through a complete range of motion every hour, and 
he was turned every 2 hours. Four months after ad- 
mission, balanced traction was discontinued and skin 
traction applied for an additional month. Four and one- 
half months after admission, a liquefied general diet 
was started. A regular diet was liquefied with a Waring 
blender, after removal of bones and seeds, and liquids 
were added as necessary. From 100 to 200 ml. of the 
liquefied diet was given every hour through the tube. 
The diet he is now receiving furnishes 2,400 calories, 
20 to 25% as fat, with 70 gm. of protein, and 3,000 ml. 
of fluid daily. Although the patient manifests decere- 
brate rigidity, he is lifted into a chair daily and has no 
contractures. The authors realize that the prognosis is 
hopeless, but the case demonstrates what can be done 
to maintain a patient in prolonged coma in good physi- 
cal condition. 


NEUROLOGY & PSYCHIATRY 


Ultrasonically Produced Changes in the Blood-Brain 
Barrier. L. Bakay, T. F. Hueter, H. T. Ballantine Jr. 
and D. Sosa. A. M. A. Arch. Neurol. & Psychiat. 76:457- 
467 (Nov.) 1956 [Chicago]. 


Focused ultrasound of frequencies ranging from 0.9 
to 2.5 megacycles and at intensities of from 200 to 
1,500 watts per square centimeter may be used to pro- 
duce circumscribed small lesions in the central nerv- 
ous system. Histological examination of the tissue 
damaged by focused ultrasound does not reveal the 
mechanism of destruction. The extent of capillary 
damage and its possible role in the development of a 
lesion are important from the point of view of the 
physiological effect of ultrasound. The effect of focused 
ultrasound on the blood-brain barrier was studied in 
cats. The animals were killed from 10 minutes to 5 
davs after irradiation, having received single intra- 
venous injection of radioactive phosphate (P°**) and 
trvpin blue within 10 minutes to 3 hours before death. 

Ultrasound-produced lesions stained selectively with 
trypan blue. They also revealed large P ** concentra- 
tion as compared with the surrounding normal brain 
tissue. The variation of the P ** concentration of the 
lesions with time elapsed from the administration of 
the isotope directly follows the changes in plasma P ” 
concentration. Such a linear relationship does not exist 
between normal brain tissue and plasma. These ob- 


servations point to a profound alteration in the per- 
meability of the blood-brain barrier within the con- 
fines of lesions produced by ultrasound. Small lesions 
show a uniform deposition of trypan blue and P”. 
Large lesions frequently reveal an “island-and-moat” 
pattern, with greater tissue destruction and tracer dep- 
osition in the moat than in the central island. Gray 
matter, whether cortical or nuclear, was found to be 
more resistant to ultrasound than white matter. The 
island-and-moat pattern of heavy lesions cannot be ex- 
plained easily, unless one invokes chemical changes 
preventing the action of proteolytic enzymes within 
the island. One possible factor appears to be overheat- 
ing of the lesion’s center. The resistance of gray matter 
to ultrasonic damage may be related to its smaller co- 
efficient of ultrasonic absorption, together with the 
relative vascularity of the tissues, which would result 
in smaller amounts of ultrasonically produced heat and 
thus to a slowing down of reaction kinetics. 


Effects of Chlorpromazine on Chronic Lobotomized 
Schizophrenic Patients. H. Freeman and H. S. Cline. 
A. M. A. Arch. Neurol. & Psychiat. 76:500-507 (Nov. ) 
1956 [Chicago]. 


Twenty male lobotomized schizophrenics, who had 
been hospitalized an average of 10 vears, were divided 
into 2 groups matched for age, duration of hospitaliza- 
tion, years since lobotomy, and_ psychiatric status 
( Malamud-Sands rating scale). One group was given 
placeboes and the other chlorpromazine by mouth, on 
a double-blind basis. When the chlorpromazine dose 
was increased to 800 mg. daily, the scores on the rating 
scales for the 2 groups were differentiated. The place- 
bo group showed little or no change, whereas the 
chlorpromazine group showed a significant trend to 
improvement in their scores. An analysis of 15 items 
which were used in the rating scale showed that on 
4—responsivity, socialization, perception (hallucina- 
tions ), and thought processes—the improvement in the 
chlorpromazine group was statistically significant. 


Treatment of Multiple Sclerosis with Low-Fat Diet: 
Result of Seven Years’ Experience. R. L. Swank. Ann. 
Int. Med. 45:812-824 ( Nov.) 1956 [ Lancaster, Pa]. 


Two hundred sixty-four patients with multiple scle- 
rosis were placed on a low-fat diet and were studied 
at the Montreal Neurological Institute during the peri- 
od from December, 1948, to July, 1954. Continuous 
contact was maintained with 210 patients, and 153 of 
these remained on the low-fat diet with a total daily 
fat intake of 30 gm. The diet contained 15 gm. of 
animal or hard fat (including hydrogenated vegetable 
oil, such as shortening and margarine) and 15 gm. of 
vegetable or fish oil. The protein intake was maintained 
at about 60 gm. daily. The balance of the caloric need 
was obtained from carbohydrates. The average caloric 
intake of a 130-Ib. woman was 1,700 calories, and for 
a 145-lb. man, 1,900 calories. As a rule, the patients 
remained 5 to 10% under what might be considered 
normal average weight. The 3-year period preceding 
the placing of the patient on the low-fat diet was used 
as a control for each of these patients. 
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The 153 patients were classified according to their 
condition when placed on the diet; 59 were in the 
early phase of the disease, 36 in the intermediate stage, 
and 58 in the late stage. The diet appeared to reduce 
the frequency and severity of exacerbations of the dis- 
ease. Forty-four of the 59 patients were improved, 10 
were unchanged, and 5 deteriorated. Fourteen of the 
36 patients were improved, 10 were unchanged, and 
12 deteriorated. Six of the 58 patients were improved, 
14 were unchanged, and 38 deteriorated. These data 
support the tentative conclusion that patients classified 
as being in the early phase of the disease, when placed 
on the diet, do very well for a period averaging nearly 
4 years. Those who are in the intermediate stage do a 
little less well, while late cases tend to continue to 
deteriorate steadly, even though bouts of the disease 
are less frequent or absent. On the average, patients 
with a duration of 5 years or less of their disease before 
they are placed on the diet do well on the low-fat diet 
and those with a duration of 7 years or more of their 
disease before the institution of the treatment continue 
to deteriorate on this treatment. It must not, however, 
be overlooked that multiple sclerosis is a disease hav- 
ing an average duration of from 20 to 25 vears and, 
therefore, continued follow-up is required. 


Brain Lipoids in Treatment of Sequels of Poliomyelitis. 
J. Naim and R. Dialeva. Semana méd. 63:474-488 
(Sept. 6) 1956 (In Spanish) [Buenos Aires]. 


The authors obtained satisfactory results from intra- 
muscular injections of pure brain lipoids in the treat- 
ment of sequels of poliomyelitis. The lipoids used 
were obtained from the total brain, containing both 
the white and the gray matter. The lipoid preparation 
used is not antigenic, and it has a marked specific 
antitoxic and stimulating effect on the nerve cells. The 
drug is given every other day in series of 10 injections, 
with rest periods of 30 days between the injections. 
The doses vary between | and 1.5 cc. for each injection 
for children below the age of 5 vears and between 2 
and 3 ce. for patients above that age. The duration of 
the treatment varied between a few months and 1'2 
years. The sequels were severe and of various clinical 
types. Eight representative cases are reported in pa- 
tients between the age of 2 and 23 years. Duration of 
the sequels varied between 2 and 5 weeks after dis- 
appearance of fever. The lipoid treatment resulted in 
rapid disappearance of contractures and of muscular 
pain after the first few injections. The appetite and 
general and mental state of the patients improved. 
Muscular movement was recovered more rapidly than 
it is by any of the other commonly used methods for 
muscle rehabilitation. The strength of the patient im- 
proved rapidly. When the treatment was given in 
combination with the usual procedures of muscular 
re-education it facilitated and hastened total muscular 
recuperation. This is a preliminary report. A larger 
group of patients, including some who were in a pul- 
motor for more than 1% months and in whom the 
sequels had lasted for 5’ months, are still under treat- 
ment with very favorable results. The treatment is 
harmless and is well tolerated. 
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PEDIATRICS 


Staphylococcal Infections in Newborn Infants: I. Study 
of an Epidemic Among Infants and Nursing Mothers. 
T. E. Schaffer, J. N. Baldwin, M. S. Rheins and 
R. F. Sylvester Jr. Pediatrics 18:750-761 (Nov.) 1956 
[Springfield, IIl.]. 


The authors describe the epidemiologic investigation 
and control measures employed in an epidemic of 
micrococcic (staphylococcic) infections that occurred 
among infants and nursing mothers at the University 
Hospital in Columbus during the summer and _ fall 
months of 1954. The objective was to bring the epi- 
demic under control. Nasal cultures were obtained 
from nursery personnel, pediatricians, obstetricians, 
medical students, anesthetists, delivery room person- 
nel, infants, and mothers of infants. Cultures were 
made from pyogenic lesions in infants and mothers and 
from materials and equipment within the nurseries. 
By means of both antibiotic sensitivity pattern and 
bacteriophage susceptibility, the authors were able to 
narrow down rapidly the number of suspects to find 
those individuals capable of continuing the spread of 
the epidemic. There were two potential sources of 
infection: personnel serving in the nursery who showed 
colonization with the pathogen 47C/42B/44A/52, and 
infants who were either manifestly infected with the 
pathogenic strain or who were colonized as shown by 
nasal culture. There was no direct evidence that there 
was intant-to-infant infection, but it was found that 
both infected and colonized infants caused colonization 
of nursery personnel and household contacts, who in 
turn became vectors in the spread of the infection. Eval- 
uation of the technique used in the nursery in relation 
to the spread of the infections was undertaken. The 
effectiveness of the handwashing procedure was con- 
firmed. That masks have a minor role was indicated by 
the observation in nursery A that the nasal coloniza- 
tion of infants continued after all personnel who had 
nasal cultures positive for the etiological organism 
were removed from the nursery. 

Control of these micrococcic infections depended on 
prevention of colonization rather than on the tradi- 
tional control measures of isolation and quarantine. 
Colonization of infants with Micrococcus pyogenes 
was not prevented by “dry” skin care or by bathing 
with soap containing 3% hexachlorophene. Oral admin- 
istration of erythromycin prophylactically in maximum 
therapeutic dosage to all infants successfully prevented 
colonization and by this means cleared up the carrier 
state in the nursery personnel. The initiation of routine 
antibiotic prophylaxis as a means to control the epi- 
demic was adopted with considerable apprehension 
in view of numerous reports of rapid emergence of 
antibiotic-resistant strains of pathogenic micrococci. 
This apprehension was not justified. No resistance to 
erythromycin was observed in strains of coagulase- 
positive micrococci isolated from infants who received 
erythromycin either as a prophylactic or therapeutic 
measure. There were no untoward reactions to the 
antibiotic among 463 infants who received erythro- 
mycin prophylaxis. 
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Cystic Disease of the Lung in the Newborn Treated 
by Pneumonectomy. N. S. Clark, R. C. Nairn and 
F. J. S. Gowar. Arch. Dis. Childhood 31:358-363 (Oct. ) 
1956 [London]. 


Congenital cystic disease of the lung may remain 
asymptomatic tor long periods or may at any time 
become potentially lethal either as a result of infection 
or of increasing tension in the cysts. Infection is a 
constant danger whenever a cavity communicates with 
the bronchial tree and is responsible for the develop- 
ment of symptoms in a considerable number of cases. 
The early diagnosis of tension cysts has assumed in- 
creasing importance, since it has been realized that 
surgical treatment can retrieve or prevent the desperate 
situation that may arise when a valvular obstruction 
in the bronchus causes the cysts to balloon, thus in- 
creasing compression of the normal lung tissue. An 
infant with congenital cystic disease of the lung de- 
veloped acute respiratory distress at the age of 3 days 
as a result of progressive distension of the cysts. Symp- 
toms became much more severe at the age of 9 days, 
and pneumonectomy was performed with an excellent 
functional result. Although lobectomy has been per- 
formed for this condition at an even more tender age, 
it is believed that the present patient is the youngest 
to undergo pneumonectomy. Examination of the re- 
sected lung showed the cysts to be dilated bronchioles, 
some of which opened directly through alveolar ducts 
into al. eoli. The evidence suggested that some bron- 
chiolur dilatation was present before birth. The seg- 
mental bronchi serving the affected areas of the lung 
showed localized stenoses, which presumably acted 
as check valves with consequent ballooning of the 
cysts. A survey of the literature also shows that the 
results of early surgical resection are highly  satis- 
factory. 


Brain Tumor in the Newborn Infant. P. F. Schatzki, 
S. G. Mortati and W. G. MacCain. New England J. 
Med. 255:908-909 (Nov. 8) 1956 | Boston}. 


An unusual case of cerebral hemorrhage in a new- 
born infant is reported. A 22-year-old pregnant woman 
was admitted to the hospital less than one month be- 
fore the expected delivery. The patient had been in 
an automobile accident, and labor started 10 hours 
later. Labor lasted about 6 hours. Delivery was ac- 
complished from the left occiput anterior position by 
low forceps under saddle-block anesthesia. The male 
baby, weighing 2,900 gm. (6 Ib. 10 0z.), did not show 
any abnormality. Respiratory distress and cyanosis 
were noted 40 hours after birth. The anterior fontanel 
was bulging, and all suture lines were separated. Frank 
blood was revealed bilaterally by subdural puncture. 
Blood continued to drip from the needle marks. The 
baby died 50 hours after birth. Autopsy revealed 
marked cerebral edema. Microscopic sections from the 
involved area revealed a tumor composed of spindle- 
shaped cells scattered at random and in areas palisaded 
around large thin-walled blood sinuses. The lesion 
was identified as an ependymoblastoma. In view of 
the vascularity of the tumor, it is considered that it 
was the cause of the bleeding. 
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OPHTHALMOLOGY 


Critical Study of Ocular Manifestations in Hyper- 
thyroidism. P. Guinet. Semaine hdp. Paris 67:3487- 
3496 (Nov. 14) 1956 (In French) [Paris]. 


The ocular symptoms and complications of thyroid 
disease have been grouped and appropriate therapeu- 
tic schemes have been established for each group on 
the basis of experimental and anatomicopathological 
research of the past 20 years. These ocular manifesta- 
tions were formerly covered by the term exophthalmic 
goiter, but the symptomatology and evolution in the 
various groups differ. Guinet studied 138 patients with 
hyperthyroidism. Thirty-eight (27%) had no ophthal- 
mic symptoms; 100 (72%) had oculopalpebral symp- 
toms, and 39 of these also had retraction of the upper 
eyelid. The symptoms were primarily unilateral in 14 
patients. Hyperthyroidism appeared only after a period 
of from 5 to 15 months in 3 patients. Palpebral retrac- 
tion sometimes precedes hyperthyroidism. Benign ex- 
ophthalmos is another symptom of hyperthyroidism. 
Eversion and swelling of the lower eyelid occur, but 
the edema is always mild. The prominence of the globe 
scarcely exceeds 1 to 5 mm. Paralysis of the oculomotor 
nerve is labile. Total ophthalmoplegia was observed 
in some patients. Oculomotor paralysis may be uni- 
lateral or bilateral. Ulcers of the cornea, pigmentation, 
and small fatty hernias of the palpebral tegument have 
also been observed. No patient had nystagmus or 
pupillary alterations. The existence of genuine ex- 
ophthalmos, occurring in the course of hyperthyroid- 
ism, is usually difficult to ascertain on exophthalmo- 
metric examination. Persistency, aggiavation, and 
occurrence of exophthalmos paralleling clinical im- 
provement were found in 32 patients (22%). Only 1 
of 10 patients, in whom the exophthalmos could be 
attributed solely to hyperthyroidism, showed a return 
to normal. Exophthalmos may be a premonitory symp- 
tom of thyroid toxicity. Edematous malignant exoph- 
thalmos is an autonomous disease requiring appropri- 
ate therapy. Unilateral manifestations were observed 
in only 3 of 22 patients. The evident connection be- 
tween exophthalmos and hyperthyroidism suggests 
that similar physiopathological mechanisms are re- 
sponsible for both. Edematous exophthalmos appears 
in 3 forms: exophthalmos associated with hyperthyroid- 
ism; exophthalmos after hyperthyroidism has been 
reduced; and exophthalmos preliminary to hyperthy- 
roidism. The inadequacies and contradictions of the 
accepted theories as to the pathogenesis of this disease 
show how difficult it is to apply purely experimental 
data to man. 


Glaucoma and the Superior Vena Caval Obstruction 
Syndrome. J. E. Alfano and P. A. Alfano. Am. J. Ophth. 
42:685-696 (Nov.) 1956 [Chicago]. 


The authors present the histories of 6 patients, rang- 
ing in age from 51 to 61 years, in whom obstruction of 
the superior vena cava was accompanied by ocular 
signs and symptoms. The ophthalmologic literature 
contains only 2 other case reports on the ocular mani- 
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festations of this obstruction, reported in 1949 and 
1952 respectively. In accordance with the anatomic 
location of the superior vena cava, the pathological 
process producing the obstruction is located in the 
right side of the thorax. The following conditions 
caused the obstruction in the 6 patients presented here: 
a lymphomatous mediastinal mass in 2 patients; bron- 
chogenic carcinoma in 2; Hodgkin’s disease in 1; and 
carcinoma of the right lung with extension to the medi- 
astinum in 1. The ocular signs of obstruction of the 
superior vena cava by a mediastinal mass include 
edema of the lids, face, and conjunctiva; engorgement 
and dilatation of the veins of the face, neck, conjunc- 
tiva, episclera, and fundus; prominence of the globes; 
or an overt exophthalmos, edema of the disks, and 
glaucoma. These signs and symptoms are all accentu- 
ated when the patient is changed from the upright to 
the recumbent position. The glaucoma is bilateral and 
usually gives rise to no subjective complaints. The 
intraocular pressure may or may not be elevated with 
the patient in the upright or semireclining position but 
always rises when the patient is placed in the recum- 
bent position. There was no pathological cupping of 
disks and the central visual fields were normal in the 
patients presented here. Some reduction in the intra- 
ocular pressure may be brought about by the instilla- 
tion of pilocarpine. 

The mechanism of action of the miotics in reducing 
the intraocular pressure in glaucoma of this tvpe is 
discussed. It is suggested that the increased venous 
pressure in these cases dams as far back as the intra- 
scleral venous plexus and increases the resistance to 
aqueous outflow. This would have to be verified by 
tonographic studies. Assuming this to be correct, then 
it would not be unreasonable to assume that pilocar- 
pine reduced the pressure in the episcleral veins. This 
reduction of venous pressure in the episcleral veins 
would be followed almost simultaneously by a fall 
in pressure in the intrascleral venous plexus. The fall 
in pressure in the intrascleral venous plexus would re- 
sult in a diminished resistance to outflow of aqueous 
and with a resultant increase in the coefficient of 
facility of outHow, which would lead to a fall in the 
intraocular pressure. 


Importance of the Diagnosis of Glaucoma. P. |. Lein- 
felder and F. M. Owens. Minnesota Med. 39:737-739 
(Nov.) 1956 [St. Paul]. 


Once the diagnosis of glaucoma has been estab- 
lished, the patient is committed to a lifetime of obser- 
vation and treatment. There is no such thing as a cure 
for glaucoma, and the best that can be had at present is 
adequate control of the disease. Since the course of the 
disease is usually progressive, because the treatment 
may be surgical if daily use of miotic drops does not 
lower the elevated intraocular pressure, and because of 
the fears that are engendered in the minds of many 
patients by mention of glaucoma, accuracy is of great- 
est importance in the diagnosis as well as in the 
follow-up of these patients. Unfortunately, it is not 
always a simple matter to determine whether early 
glaucoma is present. The beginning stages of the 
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disease are unaccompanied by any signs or symptoms 
that would enable the patient to know of its presence, 
and often considerable damage has occurred to the 
retina and optic nerve before an increase in ocular 
pressure is recognized during the routine ocular exam- 
ination. Even the recognition of an elevated pressure 
is not in itself positive evidence of the presence of 
glaucoma, for occasionally the stress of the examination 
or the manipulation incident to taking the intraocular 
pressure will cause a transient increase in pressure. 
It is obligatory, therefore, to repeat the pressure tests 
and to look tor other evidence of changes in the eye 
before a diagnosis is made. Tests are available that 
provoke a glaucomatous state in the susceptible eve. 
Dilating the pupil, drinking coffee, or even a quart of 
water may cause a rise of pressure of 5 to 10 mm. 
of mercury in a glaucomatous eve, while in the normal 
there may be no change. Great care is necessary in 
order to correctly interpret the results of these tests. 

The visual fields are of great value in learning of 
the presence or absence of glaucoma. Serious errors 
can be made through the injudicious and inaccurate 
use of the visual fields tests. Most frequently errors 
occur in the interpretation of fields obtained at follow- 
up examinations. There can be changes that are tran- 
sient in nature and due to general or local conditions 
not directly associated with the glaucomatous process. 
Emotional strain, fatigue, illness, exposure to bright 
light can cause apparent deterioration of the fields. 
Although glaucoma ultimately causes changes in the 
nerve head, glaucomatous cupping of the disk is not 
of significance in the diagnosis of early glaucoma. 
Once the disease is diagnosed, it is necessary for the 
patient to begin a regime that will continue for the 
remainder of his life. This must be explained to the pa- 
tient so that he understands the nature of the disease, 
the necessity for treatment and the importance of 
repeated observation. If the patient can be made to 
carry out his treatment, there is no reason for threaten- 
ing him with blindness. 


Vitreous Hemorrhages: Associated with Sickle Cell- 
Hemoglobin C Disease. J. F. Hannon. Am. J. Ophth. 
42:707-712 (Nov.) 1956 [Chicago]. 


A review of the experiences at the Johns Hopkins 
Hospital with ocular changes associated with sickle- 
cell disease seems to indicate that the peculiar retinop- 
athy and vitreous hemorrhage occurs almost always in 
the sickle cell-he:-oglobin C variety. One case in the 
literature was reported that apparently was secondary 
to sickle cell-thalassemia disease. Further evaluation 
of the cases previously reported by hemoglobin electro- 
phoresis is necessary to determine the incidence, if 
any, in patients with sickle cell anemia and sickle cell 
trait. The ocular findings of sickle cell-hemoglobin C 
disease are described, and 2 cases treated prophylac- 
tically by surface diathermy are presented. While no 
conclusions may be reached at this time, in view of 
the excellent results obtained thus far in these 2 pa- 
tients, it appears justifiable to pursue continued evalu- 
ation of prophylactic surface diathermy in these pa- 
tients. 
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THERAPEUTICS 


Quinidine as a Cause of Sudden Death. G. W. Thom- 
son. Circulation 14:757-765 ( Nov.) 1956 [New York]. 


Six hundred eleven cases of atrial fibrillation in 
which the patients were treated with quinidine were 
collected from the literature. These patients were un- 
selected as to the underlying cause of heart disease, 
its severity, the presence or absence of congestive 
heart failure, the duration of atrial fibrillation, or the 
association with other disease processes. Twenty deaths 
occurred in this group during therapy, i. e., an over-all 
death rate of 3.3%. Embolism was recognized clinically 
in 1] (2.3%) of 418 patients in whom the presence or 
absence of embolism was specifically noted. Death 
occurred suddenly in most of the 20 patients. Almost 
half of the deaths occurred in rheumatic patients with 
mitral stenosis. Autopsy was done in 10 of the 20 
patients, and embolism was implicated as cause of 
death in only 1 patient, who had rheumatic heart dis- 
ease and died in pulmonary edema. No pathologically 
evident cause of death could be found in most of the 
patients. Seventy-nine patients had previous embolic 
accidents before quinidine therapy was_ instituted. 
Only 1 of these 79 patients had a second embolization 
during the quinidine treatment, and this occurred on 
relapse to fibrillation. He was again converted and 
remained symptom-free in sinus rhythm for a follow- 
up period of 9 months. Embolism, however, occurred 
in 6 patients who had no previous attacks. Previous 
embolism thus appears to carry a negligible risk of 
repetition during quinidine therapy. 

Death occurred in 2 (0.98%) of 203 patients in 
whom the dose of quinidine was limited by arbitrary 
plasma quinidine levels, and death occurred in 11 
(10.6% ) of 105 patients in whom there was no stated 
arbitrary upper limit or in whom the drug was given 
until toxicity or conversion occurred. The mortality 
appears greater among patients in whom no arbitrary 
dosage limit is set. Severe organic heart disease, con- 
gestive heart failure, and associated grave illnesses 
increase the possibility of a fatal reaction. Unappreci- 
ated toxic effects of the drug, especially on the central 
nervous system, appear to play a part in the produc- 
tion of sudden death (“quinidine shock” ). These effects 
might be avoided by a more judicious selection of 
patients for therapy and meticulous supervision of all 
patients receiving large doses. 


New Exchange Resin and Diet in the Treatment of 
Uremia. R. J. Gailitsi and G. H. R. Lambers. Illinois 
M. J. 110:214-219 (Nov.) 1956 [Chicago]. 


An effort was made to improve the management of 
uremia associated with hyperpotassemia by combined 
dietary management and the use of potassium ex- 
change resin, because the use of intestinal perfusion, 
peritoneal irrigation, or the artificial kidney is not 
always feasible. The histories of 4 patients are pre- 
sented who were treated by Borst’s diet and potassium 
exchange sodium carboxylic resin with striking de- 
creases in potassium levels and improvement of their 
clinical condition. The first patient had chronic nephro- 
sclerosis with a superimposed lower nephron nephrosis 
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apparently precipitated by ingestion of furniture pol- 
ish; the second had chronic glomerulonephritis and 
congestive heart failure due to hypertensive heart dis- 
ease; the third had subacute glomerulonephritis and 
severe hypertensive cardiovascular disease; the fourth 
had chronic pyelonephritis and hypertensive cardio- 
vascular disease. All 4 had hyperpotassemia and high 
nonprotein nitrogen values. 

The Borst diet provided a high-caloric, low-electro- 
lvte means of alimentation, which most patients found 
palatable. This was supplemented by a high-carbohy- 
drate, low-protein meal once daily as the condition of 
the patient permitted a greater intake of food. The 
exchange resin used was a new sodium carboxylic 
resin charged with the sodium ion, in contrast to 
the ammonium-charged ammonium carboxylic resin 
described by others. It has several advantages over 
other exchange resins: 1. The sodium ion is more in- 
nocuous than the ammonium ion in uremic patients, 
since ammonia is converted to urea in the liver and 
the addition of more ammonium ion in the resin would 
tend to elevate an already high blood urea level. 2. 
The sodium ion in the resin is poorly absorbed from 
the gastrointestinal tract, and the only sodium ab- 
sorbed is most likely that which is exchanged for the 
potassium ion. This slight increase of sodium ion con- 
centration is negligible as far as altering the over-all 
sodium level in the extracellular spaces is concerned. 
3. The ammonium ion, which usually is in high con- 
centration in uremic patients, can combine with the 
sodium carboxylic resin and be excreted by the gastro- 
intestinal tract, thus reducing the level of ammonium- 
containing compounds in the body. This mode of 
therapy can be utilized by any physician who has 
access to a reliable clinical laboratory where accurate 
electrolyte studies can be obtained. The electrolyte 
status should be followed closely and the resin be dis- 
continued as soon as the potassium level reaches 4 
mEq. per liter, or a serious hypopotassemia may result. 
Though the reduction of potassium and nonprotein 
nitrogen levels is not the sole aim in management of 
uremic patients, in certain cases this reduction is life- 
Saving. 
Effects of Protracted Administration of Aureomycin on 
Fecal Flora. A. D’Agata. Riforma med. 70:1125-1128 
(Sept 29) 1956 (In Italian) [Naples, Italy]. 


The author studied the effect of chlortetracycline on 
fecal flora. The number of micro-organisms diminished 
7 days after the administration of the drug. Later the 
flora increased, and after 4 or 5 weeks it reached the 
initial values. The Escherichia coli type bacteria, the 
Enterococcus, and the Micrococcus (Staphylococcus ) 
pyogenes var. albus and citreus decreased; however, in 
the examination performed 3 or 4 weeks after the 
administration of chlortetracycline they had once more 
increased. Proteus vulgaris and often M. pyogenes var. 
aureus showed an increase at the first examination. 
The strains that are isolated after the administration 
of the drug are not very sensitive to antibiotics. E. coli 
type bacteria and micrococci remain sensitive to eryth- 
romycin for a long time. Enterococci remain sensitive 
to streptomycin. 
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BOOK REVIEWS. 


Clinical Roentgenology. Volume IV: The Digestive Tract, the 
Gall Bladder, Liver and Pancreas, the Excretory Tract and Spe- 
cial Studies Emphasizing Differential Considerations. By Alfred 
A. de Lorimier, M.D., Radiologist, Saint Francis Memorial Hos- 
pital, San Francisco, Henry G. Moehring, M.D., Radiologist, 
Duluth Clinic, Duluth, Minnesota, and John R. Hannan, M.D., 
Radiologist, Cleveland. Cloth. $24.50. Pp. 676, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, HlL.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1956. 


This volume follows the pattern of the preceding 
publications by the authors. It considers the roent- 
genologic aspects of the digestive and genitourinary 
tracts. In the discussion of the abdomen, the authors 
consider the various lesions that are recognized by 
the roentgenographic examination without the aid 
of any contrast medium. This is followed by a com- 
prehensive study of the entire alimentary tract. 
Ample material is presented on the gallbladder, 
liver, and pancreas. In the discussion of the genito- 
urinary tract, the authors include a comprehensive 
presentation of intravenous urography and retrograde 
pyelography, and they have discussed amply the re- 
lationship in these special studies as they pertain to 
the various aspects of the male and female genital 
tracts. This is the type of monograph that is appar- 
ently increasing in popularity. The authors include 
a good bibliography, and they have developed an 
ability to present textual material concisely, yet 
thoroughly. The illustrations are unusually good. 
The publishers and printers are to be congratulated 
on the physical quality of the book, the readability 
of the printing, and the excellence of the roentgeno- 
graphic illustrations. This book should be most helpful 
to all radiologists and to clinicians who quite properly 
participate in the consultations concerning roentgeno- 
graphic studies of their patients. Although this book 
is not intended to be encyclopedic, the authors have 
gathered together a tremendous amount of material; 
and the radiologist will find that helpful information 
is available about most of the conditions in these 
particular areas to which the body is susceptible. 


Progress in Nuclear Energy. Series VII: Medical Sciences. 
Volume 1. Editors: J. C. Bugher, J. Coursaget and J. F. Loutit. 
Cloth. $6. Pp. 165. McGraw-Hill Book Company, Inc., 330 W. 
42nd St., New York 36; Pergamon Press Ltd., 4 & 5 Fitzroy Sq.. 
London, W.1, England, 1956. 

The present volume is the first of a series planned to 
set forth the applications of the new physics to the 
medical sciences; the series is to be one of a succession 
of eight series that will summarize the applications of 
nuclear energy in the fields of science, technology, ad- 
ministration, and economics. This volume consists of 
seven excellent chapters that review the diagnostic, 
therapeutic, and investigative uses of radioactive iso- 
topes; the principles and practice of radiation safety, 
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especially in reactor and chemical-processing plants; 
and the difficult problem of dosimetry for ionizing ra- 
diations. Many of the references are to papers pre- 
sented at the International Conference for the Peace- 
ful Uses of Atomic Energy, held at Geneva in August, 
1955, but the reviews cover the entire field of recent 
publications. An immense amount of concrete infor- 
mation is presented but in a setting that gives a perspec- 
tive of the whole. The discussion of the radioactive 
isotopes of cobalt and cesium on page 60 is one of 
many possible examples. In the days of radium use, a 
pack at 5 or 10 curies of activity was historic. The ad- 
vent of cobalt-60 made 1,000-curie sources possible, 
but this is not the only radioactive isotope available 
for teletherapy, and it has the disadvantage of a half- 
life of only 5.26 years. Cesium-137 has the advantage of 
a half-life of 33 years and produces gamma rays at true 
supervoltage energy. According to Brucer (page 61), 
“a pilot plant is being constructed at Oak Ridge that 
will make over 200,000 curies of cesium available each 
year starting in 1957.” Because of the abundance of 
bibliographical references this book will be a valu- 
able tool to workers in radiologic research, but it will 
also make inspiring reading for any physician because 
of the medical achievements it summarizes and the 
prospects it suggests. 


Dictionary of Poisons. By Ibert Mellan and Eleanor Mellan. 
Cloth. $4.75. Pp. 150. Philosophical Library, Inc., 15 E. 40th St., 
New York 16, 1956. 

This book presents a list of poisons, with a brief 
description of symptoms, first-aid treatment, and anti- 
dotes. The list of common drugs and poisons is com- 
plete with respect to inclusion of compounds that are 
most frequently involved as causes of accidental 
poisoning. The brief description of symptoms is in- 
sufficient to permit diagnosis of the cause of poisoning. 
The book would have greater value if it contained 
more specific and complete descriptions of the symp- 
toms. In cases where the causative drug or poison is 
known, the symptoms listed could serve as a useful 
guide until more detailed and specific information is 
obtained from other sources. The book contains a 
description of first-aid treatment for each poison. The 
treatment described is aimed at preventing or decreas- 
ing absorption from the gastrointestinal tract, and it 
should serve a useful purpose in this respect, since the 
authors have listed two or three first-aid measures and 
limited the materials to those that are generally avail- 
able in the home, such as sodium chloride, eggs, and 
ammonia. The book is deficient in its description of 
specific antidotes and, therefore, does not constitute 
a good reference for use by physicians. No mention 
is made of recently developed antidotes such as dimer- 
caprol for the treatment of arsenic and mercury poi- 
soning and atropine for parathion poisoning. The book 
may be useful as a guide for first-aid treatment of 
poisoning but not for the definitive treatment of poi- 
soning by the use of chemical agents, 
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PREVENTION OF ANAPHYLACTIC REACTIONS 


To tHe Eprror:—Please supply information on the 
use of antihistamines in the prevention of serum 
(anaphylactic) reactions. Please include tetanus 
antitoxin. M.D., Puerto Rico. 


Answer.—Antihistamines have been widely used 
to prevent or lessen anaphylactic reactions that may 
occur after administration of blood, antitoxins, peni- 
cillin, and contrast mediums such as are used for 
pyelography. The incidence of transfusion reactions 
has been markedly reduced. Wilhelm and co-workers 
(J. A. M. A. 158:529,1955) added 50 mg. of diphen- 
hydramine (Benadryl) hydrochloride to 518 units of 
whole blood, with complete elimination of allergic 
(but not pyretic ) reactions. Stephen and his associates 
(J. A. M. A. 158:525, 1955) used Pyribenzamine in a 
dosage of 25 mg. in 1 cc. of solution added to the 
blood just prior to transfusion. This caused a reduction 
in both allergic and pygetic reactions. Frankel (Ann. 
Allergy 13:319, 1955) used 10 mg. of chlorprophenpy- 
ridamine (Chlor-Trimeton) maleate in the same 
manner and noted only one reaction in 361 transfus- 
ions (0.3%). In a control group, four allergic or 
pyrogenic reactions occurred in the course of trans- 
fusion of 111 pints (55,500 cc.) of blood (3.6%). 
Winter and Taplin (Ann. Allergy 14:76, 1956) found 
that “the high incidence of both acute febrile and 
allergic reactions to the transfusion of whole blood 
(11.3 per cent) may be reduced to less than 1.0 per 
cent by the prophylactic use of an antipyretic (acetyl- 
salicylic acid) orally plus the admixture of 50 mg. 
of an antihistamine (Chlorprophenpyridamine maleate 
Chlor-trimeton ) to each unit of blood prior to its ad- 
ministration.” Each of 323 patients was given 0.65 gm. 
of acetylsalicylic acid orally one hour before trans- 
fusion and every three hours thereafter during the 
transfusion; the minimal dose was 1.3 gm. Epineph- 
rine has also been mixed with the blood and has been 
beneficial. Its effect, while prompt, is less enduring. 

Penicillin reactions are becoming increasingly fre- 
quent and severe. The addition of either antihistamine 
or of epinephrine definitely lessens the incidence of 
the anaphylactic type of reaction but is not too ef- 
fective as regards the delayed urticarial symptoms. Un- 
toward reactions, both minor and severe, are a common 
experience in urography. Sanger and Ehrlich (Ann. 
Allergy 14:254, 1956) mixed 20 mg. of chlorprophen- 
pyridamine maleate with the contrast mediums. Severe 
shock reactions were eliminated in their 623 patients. 
The incidence of moderately severe reactions was re- 
duced to 25%, as compared to a control group of 379 
patients who received only the dye. Tetanus (and 
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diphtheria) antitoxins represent possibilities that are 
similar yet different. A high and increasing percent- 
age of the population is protected by previous ad- 
ministration of tetanus and/or diphteria toxoid. In 
case of injury, a booster dose of tetanus toxoid acts 
promptly and safely and is highly effective, and there 
is no need for the potentially dangerous antitoxin., 
Every person who has received toxoid should carry 
a tag or card in his billfold stating that the bearer has 
received tetanus toxiod and, in event of injury, should 
receive a booster of the toxoid but not antitoxin. 


SEDATION BEFORE BASAL 
METABOLISM DETERMINATION 


To tHe Eprror:—The use of barbiturate sedation prior 
to basal metabolic tests in an attempt to eliminate 
factors such as anxiety seems advantageous. Would 
the use of the current tranquilizing drugs detract 
from the validity of determinations of thyroid status? 

Herbert J. Rosen, M.D., Dover, N. J. 


Answer.—Determination of the basal metabolic rate 
is by definition done on a patient after a normal night's 
sleep when the patient is awake, at rest, and in the 
fasting state. The metabolic rate of a person who is 
asleep or partially asleep or under the effect of a seda- 
tive drug will be depressed below the usual normal 
rate taken in the thoroughly awakened state. This is, 
therefore, a complex problem. If a person were unduly 
excited and could not relax sufficiently to be in a rest- 
ing state, the metabolic rate would be increased above 
normal. With just the right amount of very mild seda- 
tion, such a person might be just brought into the 
normal resting state, and the determination would be 
accurate. The problem then resolves itself into the 
exact adjustment of the dose of sedation to fit the exact 
degree of excitement or restlessness. 

The normally resting person who has received a 
dose of 1% grains (0.1 gm.) of phenobarbital some 8 
to 10 hours before may have a basal metabolic rate of 
15 to 20% lower than he would have otherwise. A 
thyrotoxic person who would ordinarily have a basal 
metabolic rate of +40% might have a rate of only +15 
or +20% if he had been thoroughly sedated during the 
previous night. His true resting metabolic rate, how- 
ever, is still +40%. An excitable or neurotic person 
may require some sedation to insure a fairly normal 
night’s sleep betore the determination of the metabolic 
rate. If there is no hangover, and if the person is not 
actually sedated the next morning, his basal metabolic 
rate may be considered an accurate one, If he is still 
under sedation his metabolic rate may appear lower 
than it actually is. 

Experience with the newer tranquilizing drugs has 
not been sufficient as yet for proper evaluation of 
their effect on the basal metabolic rate. It is probable 
that any drug with a sedative effect will exert in- 
fluences comparable to those mentioned in the previ- 
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ous discussion. If one were to give a standard sedative 
to all persons before determination of the basal meta- 
bolic rate, it would be necessary to set up a new 
standard for the limits of normal. It seems likely that 
one of the reasons that basal metabolic rates in hos- 
pitalized patients now normally range from -5 to 
~10% and that readings above +-5% are looked on with 
suspicion may be that a very large number of such 
patients are given sedatives the night before the tests. 


VITAMIN K ADMINISTRATION 

To THE Epiror:—Is vitamin K, in any way superior to 
synthetic vitamin K preparation in the treatment of 
any other type of hypoprothrombinemia than that 
induced by coumarin preparations? Is there any evi- 
dence that the administration of excessive amounts 
of vitamin K, may paradoxically depress the pro- 
thrombin time? 


Warren W. Smith, M.D., Columbus, Ohio. 


ANSWER.—Vitamin K, appears to have some supe- 
riority over synthetic vitamin K preparations in the 
treatment of idiopathic hypoprothrombinemia. In this 
condition relatively large doses of K, are indicated. 
There is no evidence to indicate that excessive 
amounts of vitamin K, depress the prothrombin time. 


LOSS OF TASTE 


To tHE Eprror:—An 82-year-old man had his last four 
upper teeth extracted. A removable horseshoe- 
shaped plate had been attached to these teeth by 
clasps. The new plate covers the entire roof of his 
mouth and stays in place perfectly, but practically 
all his sense of taste is gone. Can another kind of 
plate be used to recover the taste buds that this 
one has eliminated? M.D.., Florida. 


ANsweR.—The number of actively functioning taste 
buds gradually diminishes from several hundred to 
about 70 or 80 in elderly persons. If a solid material 
is placed in a perfectly dry mouth it cannot be tasted. 
Under ordinary circumstances, unless it is in solution 
it does not affect the sense of taste. Although the taste 
buds are located chiefly in the tongue, they are also 
found in the mucous membranes of the soft palate. A 
dental plate covering the entire roof of the mouth will 
often affect the sense of taste in varying degrees. It 
would be advisable to discuss the matter of a new 
dental plate with the dentist, who may be able to 
provide a partial plate that will not completely dimin- 
ish the taste sense. 


BLOOD PLATELET COUNTING 


To tHE Eprror:—What is the best way to do a blood 
platelet count? 


G. L. Lester, M.D., Chatauqua, N.Y. 


Answer.—There is no “best” method to do a blood 
platelet count. Experienced workers realize that an 
enumeration of platelets by any method is at best an 
approximation. The estimated error with the various 
techniques ranges from 11 to 24%. The difficulty arises 
from the readiness with which platelets agglutinate, 
adhere to tissues and objects, and disintegrate. For- 
tunately, only wide deviations from the normal ranges, 
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detectable by most methods, are clinically significant. 
Pathologists generally agree that with a selected meth- 
od, the range of counts made on a series of normal 
individuals should be established and the results used 
as a reference in the evaluation of counts for diagnostic 
purposes. With these limitations the following simple 
indirect method gives satisfactory results. A drop of 
a 14% aqueous solution of magnesium sulfate is placed 
on the cleansed skin of a finger. The skin is then punc- 
tured through the solution. The first drop of blood is 
mixed with magnesium sulfate to form approximately 
a 1:5 dilution. As soon as possible a smear of the mix- 
ture is made on a clean glass slide in the same manner 
as for differential counts. When dry, the preparation 
is stained with Wright's stain. The slide is then exam- 
ined under oil immersion, and red bloood cells and 
platelets (seen as azure granules in a light blue cyto- 
plasm) are counted in each field until 1,000 red blood 
cells are counted. The number of platelets counted is 
then multiplied by the first four figures of the red 
blood cell count for a cubic millimeter to obtain the 
number of platelets per cubic millimeter. 


NASAL VOICE AFTER TONSILLECTOMY 


To tHE Eprror:—One month after tonsillectomy and 
adenoidectomy a 5-year-old child has a nasal voice. 
She had an abundance of adenoids and enlarged 
tonsils. What treatment is indicated? 


M.D., Massachusetts. 


ANswer.—A nasal quality to the voice results from 
occlusion of the airway through the nasal passages, 
which may be produced by adenoid tissue blocking the 
posterior nares or by nasal pathology, most often an 
allergic rhinitis. Alteration in the quality of the voice 
may also be due to impaired palatal function, prevent- 
ing complete closure of the palate in speaking, and 
the voice would thereby resemble that of a patient 
with cleft palate. In the case cited, residual adenoid 
tissue against the choanae should be looked for; in the 
absence of this, an allergic rhinitis may be the causa- 
tive factor. Allergic children are particularly prone to 
develop marked hypertrophy of the tonsils and ade- 
noids such as was found in this case. 


ASTHENIA FOLLOWING INFLUENZA 
To THE Eprror:—Referring to the query on asthenia 
following influenza in THe Journat, July 14, 1956, 
page 1118, I would like to state that, in my experi- 
ence, the use of antibiotics in cases of influenza is 
not indicated, since they appear to aggravate the 
symptoms of the disease and to prolong the stage of 
asthenia following it. Leo. I. Hallay, M.D., 
Fort Blackmore, Va. 


SCARLET FEVER 

To THE Eprror:—I wish to comment on the answer to 
the query about scarlet fever in Tue JourNAL, July 
14, 1956, page 1117. With one or two notable excep- 
tions, most authorities interested in rheumatic fever 
prophylaxis, while accepting a single injection of 
benzathine penicillin G for the treatment of acute 
betahemolytic streptococcic pharyngitis, would not 
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agree that “three days of treatment with penicillin 
should be sufficient for most patients with scarlet 
fever” or the implication in the opinion that “the 
majority of the patients make good recoveries with- 
out any medication.” David Selman, M.D. 
24S. Main St. 
Spring Valley, N. Y. 


To rue Eprror:—The reply to the query on scarlet fe- 
ver in Tue Journat, July 14, 1956, page 1117, de- 
serves further comment. I wonder if there is any 
community where “disinfection of all objects that 
have been in contact with the patient” is still prac- 
ticed. Would not quarantine of contacts, although 
ineffective in practice, actually be more to the point, 
since persons carry streptococci far better than ob- 
jects? And since other streptococcic infections be- 
sides scarlet fever are just as important to control, 
we would be in almost a continuous phase of disin- 
fecting objects about the house 12 months a year. | 
also believe best current evidence shows that, while 
streptococci may disappear on initiation of penicillin 
treatment, they often reappear in a weeks time, 
when they may again be spread to others, cause a 
recurrence of illness, or at worst lead to a rheumat- 
ic complication. 

Strictly from the point of view of treatment of the 
illness alone, the consultant probably underestimates 
the number who would make good recoveries with 
no medication. Probably the majority would do so, 
but I believe the consensus is that in treating the 
problem in this way we lose a valuable opportunity 
in prophylaxis against rheumatic and nephritic com- 
plications. Finally, | would like to know the basis of 
the statement that “regardless of the mild nature of 
scarlet fever at the present time, bed rest is advis- 
able for a minimum of one week.” 

Thayer A. Smith, M.D. 
14102 Pioneer Bled. 
Norwalk, Calif. 


To rue Eprror:—In reading Queries and Minor Notes 
in the July 14, 1956, issue of Tue JouRNAL, I was 
astounded at the reply to the question on scarlet 
fever (page 1117). Obviously, the author of the reply 
has not been impressed with the work of Rammel- 
kamp and others, who have shown that adequate 
treatment of the streptococci infection is necessary to 
reduce the incidence of nonsuppurative sequelae. 
Adequate treatment has been defined as that amount 
necessary for the permanent elimination of group A 
streptococci from the nascpharynx, and this requires 
a minimum of 7 to 10 days of penicillin therapy. The 
statements “three days of penicillin should be suffi- 
cient for most patients with scarlet: fever” and 
“many of the cases are so mild that the majority of 
patients would probably make good recoveries with- 
out any medication” might satisfy one who is only 
concerned with clinical recovery of the patient while 
under observation and who cares nothing about re- 
currence of the sore throat, purulent complications, 
and rheumatic fever at some time after the patient 
has left his immediate observation. It will never sat- 
isfy those who have had enough experience with 
streptococcic infections to be concerned not only 
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about these problems but about the public health 
problem of the convalescent carrier of virulent hemo- 
lytic streptococci. 

Capt. John R. Seal, M.C., U. S. Navy 

4817 N. 24th St. 

Arlington, Va. 


The above comments were reterred to the consult- 


ant, who answered the original Query and Minor Note, 
and his comments follow.—Eb. 


To tHe Epvrror:—The penicillin and dose suggested in 


the original answer are those that have been recom- 
mended by reliable physicians. A nose and throat 
culture, if negative after an attack of scarlet fever, 
lends assurance to the attending physician that his 
patient will not develop late complications or trans- 
mit the disease to others. Nevertheless, it is known 
that a negative culture is not a guarantee that posi- 
tive cultures may not be obtained at a later date. 

Quarantine and isolation regulations are ordinarily 
determined by public health officials, not by indi- 
vidual physicians. physician would encounter 
trouble if he attempted to quarantine contacts when 
a health department did not require such a restric- 
tion. Disinfection of objects that come in contact 
with disease carriers is not outdated. Medical asep- 
tic technique is used in contagious disease hospitals, 
and it would be fortunate if more attention were 
given to it in the home. The statement concerning 
a minimum period of seven days for isolation is cor- 
rect as it stands. Most people know that there are 
few if any procedures for the control of acute infec- 
tious diseases that are 100% perfect. The diagnosis of 
scarlet fever is not always as simple as believed. 
Whether there is treatment or not, every scarlet 
fever patient does not develop rheumatic fever, And 
every case of rheumatic fever has not been preceded 
by a known attack of scarlet fever. At present, in 
most areas of the United States if not all, nephritis 
is almost unknown as a complication of scarlet fever. 
Perhaps “bed rest” should have been more explicit. 
It may be a safety precaution and is a practical 
measure for controlling the spread of infections in 
hospitals. The same plan is applicable in the home. 
The child confined to its bed is of course isolated— 
not nearly so likely to be transmitting infection to 
others. Moreover, it is a good precautionary method 
for any illness. 

The American Public Health Association would 
not state that a one-week isolation period is suffi- 
cient for a patient with scarlet fever if 10 days’ to 2 
weeks treatment with penicillin was necessary in a 
hospital or elsewhere. Some years ago, when the iso- 
lation period was three or four weeks, one of the 
most disturbing problems confronting contagious 
disease hospitals was “the return case” of scarlet 
fever, This designation was used when another pa- 
tient in the family contracted the disease after the 
homecoming of a discharged hospital patient. Now, 
with one week of isolation in the hospital, second- 
ary cases in the family are practically unknown, No 
definite scientific evidence is available to explain the 
present situation, but penicillin is certainly not the 
entire answer. 


